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Portrait of a Teacher 


astral Emeritus of the Department of Psychiatry, 
University of Toronto, Dr. Farrar, for many Cana- 
dians their preceptor in psychiatry, spoke of his own 
great teachers during an after-dinner speech at the 
Banquet of the First Canadian Mental Hospital Insti- 
tute. Dr. Farrar called his talk, which he delivered 
without notes, “Portraits.” 

He vividly created for 
his audience of over 250 
delegates and guests the 
personalities of Sir Wil- 
liam Osler, one of his 
teachers at Johns Hopkins 
Medical School, of Krae- 
pelin and Nissl at Heidel- 
berg and finally of two 
great men, outside his 
chosen field, who influ- 
enced him greatly—William 
James and Santayana of 
Harvard. 

Dr. Farrar’s own career 
has been as distinguished 
as his great masters could 
have hoped. After his grad- 
uate work at Heidelberg, 
Paris and London, he be- 
fame Assistant Physician 
at the Sheppard and Enoch 
Pratt Hospital, Maryland, 
and Associate in Psychiatry 





Dr. Clarence B. Farrar 


at his alma mater, Johns Hopkins. In 1913 he joined 
the Trenton State Hospital staff and lectured at Prince- 
ton on Abnormal Psychology. During the first world war, 
he became Chief Psychiatrist for the Department of 
Soldiers’ Civil Re-establishment in Ottawa, and was 
later appointed Medical Director of the Homewood 
Sanitarium, Guelph. When 
the Toronto Psychiatric 
Hospital was opened in 
1925, Dr. Farrar was chosen 
to direct it. 

He is perhaps best 
known, outside Canada, by 
the fact that he has been 
Editor-in-Chief of the Am- 
erican Journal of Psychi- 
atry since 1931. He devotes 
considerable time and ef- 
fort to this work. 

At the end of his talk the 
large audience gave Dr. 
Farrar a standing ovation. 
But perhaps the most 
heartfelt cheers came from 
the group of psychiatrists 
who had studied under 
him. To them, Dr. Farrar 
will be remembered as viv- 
idly and affectionately as 
he recalled his own dis- 
tinguished masters. 
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THE MENTAL HOSPITAL 
AND THE CHANGING COMMUNITY 


Theme of the First 


CANADIAN MENTAL HOSPITAL INSTITUTE 
Toronto, January 20-24, 1958 


§ bee: OVERALL THEME for the first Canadian Men- 
tal Hospital Institute reflects the growing ac- 
ceptance that a reciprocal responsibility exists be- 
tween the general public and the mental hospital 
with its multiple clinical offshoots. The patient who 
comes from the community will hopefully return 
to it. He once was an essential part of this larger 
continent—only the deep waters of his illness have 
made him “an island entire of itself.” Until the 
waters recede, a bridge to the mainland must be 
built—and carefully maintained from both sides. 

Thus the program was entirely “patient-oriented” 
and the joint sponsors, the Canadian and American 
Psychiatric Associations, tried to keep before them 
always what one participant called “‘an extension 
in our perspective of mental illness.” With this 
frame of reference, it was decided that this first 
Canadian meeting would be for the most part limit- 
ed to psychiatrists. 

We felt it urgent to first focus our administrative 
thinking on ways of improving the understanding 
between the hospital and the community. Only then 
would we consider how best to determine in what 
ways responsibilities might be shared. Discussion 
seemed pertinent on such matters as how to increase 
human contacts between the hospital population 
(here we included both staff and patients) and the 
general public; the wise use of group interactions; 
the healthy dissemination of factual knowledge 
about mental disease; the critical appraisal and 
thoughtful use of treatment methods; and the 
judicious deployment of staff. 

To those familiar with the planning pattern of 
the American Institutes, our counterpart must 
appear somewhat unusual. A local Planning Com- 
mittee, without previous experience, was given 
complete charge of the program, the selection of 
chairmen and discussion leaders and all arrange- 
ments. The work involved was enormous, but this 
close-knit group could communicate readily and 


work together effectively, which to some extent 
offset its lack of experience. 

The financing of this undertaking presented real 
problems. Essential but expensive were a good 
public address system; a stenotyped record; and 
subsequent editing and publication of the Pro- 
ceedings. We had to weigh the advantages of a 
meeting with restricted registration against a bal- 
anced budget resulting from a larger attendance. 
Fortunately, several sources of subsidy came to the 
rescue. The Smith, Kline and French Inter-Ameri- 
can Corporation of Montreal made it financially 
possible to publish this special issue of MENTAL 
HOSPITALS, devoted entirely to the Canadian 
Mental Hospital Institute. John Wyeth and 
Brother (Canada) Ltd., contributed the cost of the 
seven microphones with a maintenance man con- 
tinually on duty. The Department of Psychiatry of 
the University of Toronto defrayed the travelling 
expenses of the Honourable Walter S. Maclay, C.B., 
O.B.E., M.D., Board of Control, London, England, 
who delivered the Academic Lecture in Osler Hall, 
Academy of Medicine, Toronto. The Planning 
Committee of the Institute expresses its’ heartfelt 
appreciation to these organizations for their gener- 
ous assistance. 

For a contribution not financial but moral and 
professional, we must express our thanks to Dr. 
Daniel Blain, Medical Director of A.P.A., who 
acted as the General Moderator for the whole 
institute, bringing with him ten years of experience 
in similar meetings in the U. S. The staff of the 
Mental Hospital Service contributed practical ex- 
perience in running the meeting. 

The first Canadian Mental Hospital Institute may 
become a milestone in Canadian psychiatry if, as 
is our hope, the ideals and vision revealed by the 
leaders and discussants are translated into action. 

MARY V. JACKSON, M.D. 
Planning Committee Chairman 








NEW PERSPECTIVES IN 


HOSPITAL & COMMUNITY RELATIONS 


Chairman: Dr. R. O. JONES 


Consolidating Relationships with 
COMMUNITY MEDICAL FACILITIES 


The services of the general practitioner, the general hospital and 
other community medical resources should be better utilized 


to complete the mission of the mental hospital 


Discussion Leader: Dr. D. GRIFFITH McKERRACHER 


i MENTAL HOSPITAL administra- 
tor analyzing better ways to do 
his job should consider profitable re- 
lationships that can be developed 
with other hospitals (both general 
hospitals and the new convalescent 
hospitals). Taking the term “facility” 
to include professional groups, medi- 
cal organizations (the provincial and 
the district), public health authori- 
ties, nursing organizations, veterans’ 
organizations, medical schools, and 
general medical practitioners, he 
should include these in his thinking. 
To this list discussants added the 
psychiatrist in private practice, social 
workers, and mental health clinics. 

The most provocative problem, the 
one whose solution seems to offer the 
greatest benefits to all, is how rela- 
tionships with the general practition- 


er can be turned from a liability to an 
asset. 

“We are not getting good mileage 
out of our medical colleagues,” Dr. 
McKerracher said. 

To illustrate this, he described a 
conversation with a GP who phoned 
him. “I want to refer a patient to 
you,” he said. “I want you to send 
him to a mental hospital.” 

“But you could send him to a 
mental hospital,” Dr. McKerracher 
pointed out. 

“Oh, yes, I know that,” the doctor 
said. “But I want you to send him. 
I don’t want him to be mad at me.” 

Thus we see that we run into a con- 
cept about admission to a hospital on 
the part of the general practitioner 
that is quite different when he is 
dealing with his psychiatric patients 








Participants: Dr. F. C. R. Chalke, Ont.; Dr. Ian L. Clancey, Sask.; Dr. 
T. E. Dancey, P. Q.; Dr. J. G. Dewan, Ont.; Dr. T. P. Dixon, Ont.; Dr. 
R. S. Garber, N. J.; Dr. W. S. Hall, 8. C.; Dr. C. J. C. Kennedy, N. Y.; 
Dr. F. 8. Lawson, Sask.; Dr. W. S. Maclay, Eng.; Dr. Clyde Marshall, N. S.; 
Dr. H. R. Stokes, Neb. 











than when he is dealing with any 
other patients. He approaches it as 
though this were an injustice, a harm 
that he is doing the patient. In a 
candid conversation with a colleague 
he reveals his real feelings: that his 
patient will want to retaliate, that the 
patient’s family will object, and that 
he is going to lose the patient. He 
sees a glimmer of hope in the mental 
hospital only because he feels it will 
take an unpleasant task off his hands. 

How does this same situation look, 
viewed from the standpoint of the 
mental hospital? Here, there is 4 
feeling that the patient is shunted 
into the hospital by the GP. Probably 
the patient comes with a certificate 
written in illegible handwriting. De- 
ciphered, about all this says is, “I 
think this patient should be in the 
hospital.” From the beginning, there 
is very little contact with the general 
practitioner. Does he ever come 
visit? He visits patients in the medi 
cal ward and surgical ward, but does 
not come to visit the patient in the 
mental hospital. He feels as though 














this patient were in a different world. 

Well, what of the mental hospital 
itself? Does the physician there ac- 
knowledge the referral of the patient 
with the warmth and interest a sur- 
geon does? 

This query precipitated a gambit 
in the discussion which came to be 
referred to as “The Dear George Let- 
ters Approach.” 


The “Dear George” Letters 

“It always pleases me and interests 
me when I happen to pick up cor- 
respondence between a surgeon and 
a general practitioner,” Dr. McKer- 
racher said. “The letters start with a 
very warm ‘Dear George, I'll be up to 
shoot ducks in another two months.’ 
Then he goes on to tell about a pa- 
tient with a remarkable degree of 
warmth in communication. My point 
is that you see none of these ‘Dear 
George’ letters between the psychi- 
atrist and the general practitioner. 
The general practitioner will tell you, 
‘lonly hear about the patient leaving 
the hospital when another colleague, 
to whom the patient has gone, lets me 
know about it.’” 

One viewpoint was that the quality 
of the “Dear George” letters suffers 
in the case of the mental hospital pa- 
tient because there is no remunera- 
tion involved. Another hospital man 
objected that this “Pen Pal” approach 
has been tried and found wanting. 
“Our practice has been to acknowl- 
edge the referral immediately upon 
admission of a patient,” he said. “This 
is followed a brief while later by a 
summary of the case history and a 
conference report. Thirdly, another 
communication is sent when the pa- 
tient leaves the hospital. The result 
has been one of benevolent neutrality 
on the part of the general practi- 
tioner, as far as I could see, and noth- 
ing more. We invite the practitioner 
to inquire as to the patient’s progress 
or to ask for an interpretation of the 
patient’s problems. There are perhaps 
two out of a potential three hundred 
who respond.” 

Some of the blame for the inade- 
quate communication with the gen- 
eral practitioner was put on the GP's 
going into practice without realizing 
that psychiatric illnesses will make up 
at least half of his case load. He is ill 
prepared to handle his patient’s emo- 
tional problems. So he scurries to the 
Nearest psychiatrist and says, “Here, 


you have got to take this off my 
hands.” The psychiatrist, in turn, is 
critical of the GP’s handling of psy- 
chological problems. 


Begin in Medical School 


Any solution must start with the 
medical schools. We must show the 
medical student, before he gets to 
the final year, the type of psychologi- 
cal problems he is going to meet in 
practice. He must be prepared for 
these. Internships must provide for 
training in psychiatry. We say that 
half the GP’s work will be in psychia- 
try yet we give him no training in this 
whatsoever. (Such indoctrination of 
medical students can also serve as a 
potent recruitment force for their 
choice of psychiatry as a specialty.) 

In defense of the general practi- 
tioner, it was pointed out the average 
GP has more formal training than 
many realize. Post-graduate courses 
for the GP have been developed, but 
perhaps the most useful approach has 
been practical discussion of individ- 
ual cases. Many general practitioners 
handle psychiatric patients very well. 
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Distinguished Visitor and Planning Chairman Exchange Smiles 


They simply do not use psychiatric 
terminology; their handling of cases 
is just as realistic. 

When the GP goes into the commu- 
nity, he should have an appointment 
in the mental hospital. We say that 
half of his work is in psychiatry, yet 
he cannot treat his psychiatric pa- 
tients in the mental hospitals. 

In Saskatoon, a general practitioner 
has served on the staff of the Depart- 
ment of Psychiatry for the past two 
years. He admits his own patients and 
does his own psychiatric treatment. 
There are certain problems, of course, 
but great rewards. It was proposed 
that ultimately this pattern of the GP 
looking after his own patients in the 
psychiatric setting should become prev- 
alent. If a staff appointment is not 
possible, the GP should be invited to 
the hospital for visiting days, for 
special programs, and for consulta- 
tion about his patients. 

The mental hospital staff, in turn, 
must make a greater effort to under- 
stand the problems of the GP. He is, 
after all, going to be responsible for 
the patient’s care when he returns to 


The Hon. Walter S. Maclay, O.B.E., M.D., Senior Commissioner of the Board 
of Control for England’s Ministry of Health, was invited by Dr. Mary Jackson 
of Toronto, the Chairman of the Planning Committee of the Institute, to 
deliver the Academic Lecture. Dr. Maclay’s lecture “Experiments in Mental 
Hospital Organization” is being published by the Department of National 
Health and Welfare, Ottawa, and will shortly be available. 
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the community. In furthering this un- 
derstanding, it was recommended that 
psychiatrists in training spend some 
time in general practice, if only three 
months. Thus they would see what 
problems are brought to the general 
practitioner. 

Dr. McKerracher reiterated that in 
neglecting to develop good working 
relationships with the GP, we over- 
look a major contact. “It seems to 
me we should think not only in terms 
of the patient,” he said, “but we 
should think, 75 per cent of the time, 
in terms of the doctor. For every pa- 
tient he refers, he is going to see a 
hundred other psychiatric problems.” 
We should work more with the doctor 
and the patient personally, rather 
than by letter, he concluded. 


Psychiatric Consultants in England 


Dr. Maclay described developments 
under the National Health Services 
in England, where a practitioner can 
get a psychiatric consultant to come 
and see a patient without any charge. 
Most of these consultants come from 
the mental hospitals. This is an ad- 
mirable way of getting the GP and 
psychiatrist closer together, with a 
good deal of mutual education: the 
GP sees how a psychiatrist sets about 
treating a patient, and, conversely, 
the psychiatrist acquires greater in- 
sight about what happens in general 
practice. The number of such domi- 
ciliary visits, as they are called, has 
been going up rapidly. It seems very 
satisfactory in every way—except 
financially to the government. 

But some of the consultant psy- 
chiatrists feel that their visits would 
be more effective in establishing a 
better relationship with the patient 
were the GP not present during the 
interview. Consequently they prefer 
to see the patient and then send a 
letter. The letters one sees sent to 
doctors are not usually very satisfac- 
tory. They are apt to contain a his- 
tory of the patient which the GP al- 
ready knows, and perhaps a one-sen- 
tence suggestion that a sedative might 
be useful in the evening. 

Dr. Maclay asked two questions of 
his Canadian audience: Does the spe- 
cialist here see the patient with the 
general practitioner or not? Is it a 
valid concept that you must see the 
patient alone to get the proper rela- 
tionship? (“Or,” he asked less seri- 


ously, “is it just that English psychia- 
trists are very shy?’’) 

The reply was that doctors in Can- 
ada don’t make visits of this sort. 
Patients come to their office. Almost 
universally, the GP does not come 
along. The result is the consultant 
psychiatrist never sees the GP who 
refers the patient. 

In a philosophical vein, Dr. Clan- 
cey suggested that the GP and the 
mental hospital psychiatrist adhere to 
different norms. There is a vast dif- 
ference between their norms relating 
to ideas and feelings and beliefs about 
mentally sick people. Instead of deal- 
ing with this by an isolation of the 
two groups from each other, he said 
psychiatrists should accept the fact 
they are themselves deviants from the 
norm and, through association, try to 
bring two groups together: the doctor 
from general society and the psychia- 
trist from the hospital setting. 

In Halifax, Dr. Marshall said, the 
question of follow-up care of mental 
hospital patients was discussed with 
the Medical Society. Half of the mem- 
bers felt the psychiatric clinic should 
take over this problem, and the other 
half wanted the patient referred di- 
rectly to the general practitioner. For 
a few months now a system involving 
the clinic’s social worker has been 
tried. It works thus: The social work- 
er visits the mental hospital once a 
month. Before she does so, she talks 
with doctors in the area who have pa- 
tients in the hospital, and reports back 
after the hospital visit. Thus she 
serves as a communications link be- 
tween doctor and hospital, hospital 
and doctor. When a patient is dis- 
charged from the hospital, the social 
worker visits him, then discusses the 
case with the doctor to determine 
whether the doctor or clinic will con- 
tinue treatment. 


Psychiatric Unit—Good or Bad? 


It has been suggested that doctors 
will cooperate more completely when 
mental hospitals are more like gen- 
eral hospitals. To do this, we should 
“blow up all the large mental hospi- 
tals and build new, smaller mental 
hospitals in close relationship to the 
community,” Dr. Lawson said. Be- 
cause it has delayed such an historical 
development by providing a stopgap, 
the development of the psychiatric 
ward in the general hospital might be 


said to “have set back the progress of 
psychiatry twenty-five years.” That js 
to say, if our mental hospitals at the 
outset had been structured as the true 
treatment centers they ought to be- 
and could yet be—the general hospi- 
tal unit would not have been neces. 
sary. As it is, the general hospital unit 
may in effect set back the develop. 
ment of the true mental hospital. 

There were complaints voiced 
about the psychiatric unit in the gen- 
eral hospital, as well as complaints 
about the practice of locating mental 
hospitals in communities _ isolated 
from medical centers and a variety of 
specialists. And even the traveling 
mental health clinic operating out of 
the mental hospital, came in for con- 
demnation as “inadequate, and doing 
more harm than good.” 

False Expectations Aroused 

In Montreal, it was said, events 
have combined to make the social 
results of the psychiatric unit in the 
general hospital somewhat different 
than intended. “By implication,” a 
psychiatrist said, “we promised our 
confreres in medicine and surgery 
and medical administration that if 
they gave us a certain number of beds 
we would cure all the psychiatric, psy- 
chosomatic, and psychoneurotic pa- 
tients coming to the hospital. We 
didn’t say that, of course. But now 
our colleagues ask that ‘Mrs. Jones 
be transferred to the psychiatric unit. 
‘Sorry,’ we say, ‘but there is nothing 
we can do for her.’ Then they ask us 
to get her into the local mental hos 
pital. But the feeling now is that it is 
a fate worse than death for a patient 
to go to the local mental hospital be- 
fore he has had every conceivable 
form of physical treatment, drugs, 
and psychotherapy thrust upon him 
in the general hospital. Perhaps this 
feeling is not widespread, but it is 
there.” 

Dr. McKerracher conceded the 
point, and called the criticism justi 
fied to a considerable degree. “When 
we get to the point where we cal 
spend enough money on our mental 
hospitals to make them worthwhile 
as treatment centers—so that they 
meet present-day medical criteria 
found in other areas—perhaps we cal 
have our mentally sick people ge 
there and be proud of it,” he said. 

Speaking from experience both in 
a mental health clinic and a psychiat 
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the medical services structure often 
isolated from the mental hospital, Dr. 
Chalke said. Although they work with 
patients who may need a transient 
period in a mental hospital, they do 
not see this as part of their responsi- 
bility. He asked that ways be devised 
to promote closer ties with these spe- 
cialists, inviting them to visit patients, 
serve on staffs, and assist in follow-up. 

In Nova Scotia, a special form of 
hospital, called the municipal hospi- 
tal, offers an interesting approach to 
the problem of the chronic patient 
load. At present these hospitals are 
not very good, but the government is 


going to put more money into de- 
veloping them. This will be granted 
on condition that the municipal men- 
tal hospital establishes a hospital 
board, with representatives from the 
community such as we find on school 
boards. It is hoped there will be rep- 
resentatives from the Medical Society. 
A similar system is practiced with 
mental health clinics. These are man- 
aged by a local board. General prac- 
titioners serve on these boards, in one 
case, as the appointed representative 
of the Medical Society. In this way, 
GP’s are becoming more and more 
involved in mental health programs. 


Consolidating Relationships With 
THE GENERAL COMMUNITY 


The stigma of public prejudice has been created largely by the hospitals’ own 
forbidding aspect. Visitors from the community to the hospital 
and vice-versa can do much to break down this barrier 
to the patient’s resettlement in the community. 


Discussion Leader: Dr. KEITH A. YONGE 


unconsciously instigated their own 
“peculiar psychiatric kingdoms.” 

Said one doctor: “The question is 
raised of educating the community. I 
think it is extremely important to 
realize where the community got its 
attitudes. We are assuming that these 
either spring from some general com- 
munal feeling, or that they are mys- 
terious things about which we know 
nothing or can do nothing. In actual 
fact, of course, they take these atti- 
tudes in large part from us, both as 
members of the medical profession 
and particularly as psychiatrists. The 
community as a whole commonly re- 
flects our own out-dated attitudes.” 

He went on to describe the full- 
cycle in hospital treatment witnessed 
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from the period of humane treatment 
100 years ago, through a period of 30 
to 40 years when the assumption 
gained credence that mental illnesses 
were on the whole hopeless. It was the 
change in climate in psychiatrists’ 
own thinking which affected the pub- 
lic’s views. It is not surprising now 
that the public, having been told for 
years that these illnesses were hope- 
less, having imbibed this in scientific 
terms for so long, should look on this 
as accepted fact. He concluded that it 
is essential now for psychiatrists to 
first explore how far their own at- 
titudes have changed, if they have. 
More self-criticism came from an- 
other administrator, who said: “For 
years, the mental hospital administra- 
tors have put up fences and bars and 
locks, and have kept the public out. 
Those relatives who came to visit the 
patients in the hospital were told to 
visit in certain corridors and certain 
hallways, and they could not go into 
the rest of the hospital. Unless there 
is more social continuity for the pa- 
tient leading to readjustment in the 
community, stagnation results.” 











Dr. Yonge conceded that psychia- 
trists themselves are not free from 
what he called “ordinary everyday 
psychopathology,” but are capable of 
seeing inadequacies in the community 
while remaining “graciously oblivi- 
ous” of their own shortcomings. But 
he protested that we are not absolute- 
ly in the dark. We have several ex- 
cellent studies and opinions already 
published. We have the excellent 
study of Stanton and Schwartz. We 
have stimulating ideas such as those 
probably best expressed by Dr. Hyde. 
We have the more revolutionary ideas 
expressed by Maxwell Jones. Most re- 
cently, we have the considered opin- 
ion of the Scientific Planning Com- 
mittee of the Canadian Mental 
Health Association in the Tyhurst 
Report. And, in the United States, a 
subcommittee of the National Ad- 
visory Mental Health Council has is- 
sued an evaluation of 980 studies 
made with a view to influencing the 
public attitude about mental health. 


We Create our own Stigma! 


But further support for self-criti- 
cism at the hospital level before con- 
sidering hospital-community relation- 
ships came from yet another adminis- 
trator. “I think we should start by 
thinking in terms of putting our own 
house in order,” he said. “And by 
‘our own house,’ I mean the mental 
hospital. It is interesting to look back 
75 years and see the variety of things 
that were then being done in the 
mental hospital with community par- 
ticipation. All sorts of entertainment 
groups were being brought into the 
hospital, and hospital sports teams 
were entered in community leagues. 
After that we went through a long 
period where this type of therapy fell 
into disuse. Now today we find our- 
selves trying to revive this sort of 
thing. I think this trend is good. 
When I say we should put our own 
house in order, I am referring to such 
‘things as the traditional secrecy and 
isolation of the mental hospital. We 
have been very secretive about every- 
thing we did. We wanted to keep it 
away from the press, away from the 
public. We have tended to keep our 
hospitals very isolated. The simple 
fact that a great many medical staffs 
live within the mental hospital or 
within the mental hospital grounds 
puts up a natural barrier between the 
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mental hospital and the community.” 

Reflecting further on the psychia- 
trist’s own view of mental illness, an- 
other discussant said: “If you take the 
position that mental illness is essen- 
tially related to the social life of the 
individual, that in fact it is a process 
of social isolation, a self-perpetuat- 
ing alienating process, then you be- 
lieve that community relationships 
are a vital part of the treatment. It 
would follow from that view that you 
would do away with your locked 
wards. For how can you say that the 
patient should take his place in the 
community, that he is no different 
from anyone else? How do you square 
that with the obvious fact that there 
are big walls around the mental hos- 
pital, that there are locked wards, and 
that we in the profession, ourselves, 
are afraid of these people? But we say 
to the community: ‘Don’t be afraid. 
They won’t harm you.’ But we are 
afraid they will harm us. These kinds 
of non-verbal expressions—the walls, 
the locks, et cetera—are more elo- 
quent than the talks we give to groups 
and schools.” 


Dr. Yonge agreed that one of the 
barriers to early treatment which has 
to be removed is the stigma attached 
to mental illness. This stigma is the 
product of public prejudice. It is also 
an important factor to consider in 
shaping the rehabilitation of the pa- 
tient after his course of hospital treat- 
ment. Therefore he described the 
main job of public education as dis- 
sipating the prejudices that exist 
about mental illness in the commu- 
nity. To do this, psychiatrists should 
clear their own thinking. They are 
still inclined to talk about mental 
illness as a great scourge, or a group 
of illnesses separate and different 
from illness in general. Similarly, in 
talking about rehabilitation, we talk 
about sending the patient “back to 
the community.” Thus, inevitably, we 
admit that by taking the patient into 
the hospital, we are taking the pa- 
tient out of the community. This 
terminology perpetuates this dualistic 
misconception. 

To break this deadlock and take 
positive steps, Dr. Yonge recom- 
mended several courses of action. One 
would be talks by doctors before serv- 
ice clubs, church groups, school 
clubs, and so on. Another method is 
for patients to make these talks. And 


another effective educational device 
is to have “visitation teams,” com- 
posed of representatives of the public, 
make tours of the hospital. This en. 
ables them to find out what the hos. 
pital is really like, but it is important 
that their inspection be a realistic 
one and not a glamorized view 
aimed at establishing a “mutual-con- 
gratulations-society.” Other factors 
contributing to community-hospital 
integration can be contacts through 
hospital outpatient services, day hos- 
pitals, rehabilitation centers, and fol- 
low-up schemes such as visits by 
public health nurses. A discussant sug- 
gested abandoning conventional pro. 
posals and considering new and radi- 
cal ideas: have community facilities 
at the hospital ranging from drug 
store to beauty parlor which are open 
to the public and are used by public 
and patients alike; operate an emer- 
gency service for domiciliary visits 
where doctors are sent on home visits 
in case of crisis, not necessarily with 
the view of admitting the patient to 
the hospital. 


The suggestion that there is much 
to be gained by doctors making talks 
before community groups triggered 
another discussion. Said one psychia- 
trist, “It seems to me that we could 
talk ourselves blue in the face, and 
aside from imparting some informa- 
tion, we would move the public very 
little indeed in their attitude and their 
motivation toward the hospitals. 


Value of Volunteer Program 


“‘What does seem, however, to make 
a great difference in the feeling and 
the attitude of the public is participa 
tion. I would like to put in a strong 
plea for the role of the volunteer as 
a public education device. As more 
and more volunteers come into our 
mental hospitals, they get a first-hand 
working knowledge of what is going 
on. You can see their attitudes 
change. For instance, you may find 
that in referring to the mental hos 
pital (before serving as volunteers) 
they say, “They do that out there. 
Very soon after they begin to partic: 
pate, working with hospital staff and 
patients, they start talking. about ‘our 
hospital,’ and ‘We do this in our hos 
pital.’ This is an indication of 4 
change that takes place very quickly. 
I think such participation will do 
more than anything we can suggest.” 
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Defending the importance of the 
mental hospital psychiatrist’s speaking 
before civic groups, another doctor 
viewed such an invitation as a man- 
date and an opportunity. “It is a 
chance to get away from the isolation 
we abhor so much,” he said. “A lot 
of people would like to meet a psy- 
chiatrist. They would like to know 
if psychiatrists are any different from 
other people, and I think it is reas- 
suring to them to find out that we 
are not exactly deviants. Seriously, 
there are certain things that can be 
accomplished by talks. One is better 
public understanding of the whole 
problem. We can start at a very sim- 
ple level. This might be called pre- 
ventive mental hygiene. Admitting we 
do not know everything, we can tell 
them what we know and what we do 
not know. Questions will be asked, 
and answering them will lead to fur- 
ther clarification. In the narrower 
field of mental illness, we can give 
more specific information. 


Ways of Educating the Public 


“Actually the general public is bet- 
ter educated than some give credit 
for. They do have old ideas about 
hopelessness, and so do we. And they 
also have some extremely advanced 
ideas. Much has been done by radio 
and television, and some good has 
been accomplished by the movies. 
The public is interested in the broad 
range of psychiatry, not just in mental 
hospitals, on which we have a ten- 
dency to focus. When we as physi- 
cians are asked to give talks, I think 
we should try to do it.” 


Another participant also saw con- 
tacts with service clubs, churches, rec- 
reational groups, and other civic 
bodies as an essential step to sharing 
the hospital’s problems with the com- 
munity. “I think we are selling mental 
hospitals short if we think the hospi- 
tals’ psychiatrists can handle these 
problems themselves. There are many 
institutions available in the commu- 
nity, and we must call on them for 
help.” He saw answering invitations 
to speak before groups as the first 
step in consolidating community-hos- 
pital relations. 

Not just talking, but how you talk 
is the crux of the matter, a Saskatch- 
ewan delegate said. “We as psychia- 
trists have a tendency to talk people 
to death. I don’t know anything more 
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boring than a long dissertation from 
a psychiatrist on the various aspects 
of emotional development.” He de- 
scribed an experiment to evaluate 
audience participation in an institute. 
A test was made of how much infor- 
mation “got across.” It was found that 
the best results came from also using 
films and then having discussion 
groups following the talk. The large 
group was broken up into smaller 
ones for the discussion, as though it 
were a group psychotherapy session. 

Working with patients’ families is 
one of the most important ways of 
providing a continuum between hos- 
pital and communi*y, many con- 
tended. Talking with them and orient- 
ing them about mental illness was 
viewed as one of the most important 
things the doctor can do. But there is 
the question of time. Pressed with 
responsibilities, how can the _psy- 
chiatrist find time to do this? Some 
practical suggestions were offered. 

First of all, education is necessary 
to indoctrinate staff members with 
the importance of talking with rela- 
tives. There is apt to be an attitude 
that “time spent with relatives is 
wasted.” Staff people view this as time 
taken away from treatment of the pa- 
tient. They must be made to see that 
this is an essential part of treatment, 
as is anything which contributes to 
the patients’ welfare. 

This precipitated a discussion of 
the role of the social worker in con- 
ducting interviews with relatives. A 
feeling was expressed that this is 
primarily the social worker’s preroga- 
tive. A representative from this profes- 
sion protested that this was misinter- 
pretation. He felt the social worker 
should not monopolize the relation- 
ship with the family, but that this 
should be shared by the doctor. For 
instance, progress under treatment 
could only be interpreted by the doc- 
tor. 

At Selkirk, in Manitoba, a hospi- 
tal organization has been developed 
to foster inter-communication _ be- 
tween hospital staff and _ patients’ 
families. This organization, a volun- 
tary group of relatives, is called the 
Mental Welfare Association. Rel- 
atives are encouraged to join this 
group, which has an executive com- 
mittee. Staff members cooperate by 
providing leadership for meetings 
which the committee organizes. At 


these, group discussions rather than 
didactic presentations are held. This 
gives people a chance to ask ques 
tions. The physician is able to cover 
a lot of ground in a short time, reply. 
ing to questions that might ordinarily 
be repeated in many separate inter. 
views. People want the answers to 
such typical questions as: Why is 
Johnnie getting this? Why is Mary 
getting something else? Why are dif- 
ferent patients given different treat- 
ments? Why are certain patients al- 
lowed certain privileges, and others 
not? With the air cleared by these ses. 
sions, the individual talks with rela- 
tives can focus more sharply on the 
personal problems of the patient. 


Discharged Patient as Ambassador 


Another way to cement relation- 
ships with relatives is to allow them 
to have free access to all parts of the 
hospital. If there are no locked doors 
beyond which they cannot go, they 
will be reassured. They will feel that 
they know what is really happening, 
and not have the attitude that they 
are only being told the good, spared 
the bad. Once a hospital has opened 
its doors in this way, it was con- 
tended, there is more support from 
the public for improvement. The 
public will take up the hospitals’ 
needs with the legislatures, whether 
this be improvement in food, facili- 
ties, or staffing. Some administrators 
spoke appreciatively of the effect of 
such support in buttressing requests 
for appropriations. 


By no means the least important 
factor in improving community rela- 
tionships is the patient himself who 
returns to the community. Many 
viewed this patient as the hospital's 
future ambassador or public relations 
representative. “If patients are given 
certain freedoms in the hospital, if 
they feel that they can go out of the 
hospital with self-respect and dignity, 
this is the crux of a good hospital- 
community relationship,” an admin- 
istrator said. 


Regardless of the problems and the 
difficulties involved in removing the 
barriers between hospital and com- 
munity, the opinion was expressed 
that this is the most exciting innova 
tion in psychiatry today. New ideas 
are being tried out in this context 
rather than in isolation behind the 
closed doors of the mental hospital. 
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SPECIAL PROBLEM AREAS 


Chairman: Dr. EDWARD JOHNSON 


The Forensic Patient 


Whether a “criminal” is suffering from a condition amenable to treat- 
ment is the big challenge in this field. More ready admission to 
psychiatric facilities, treatment at the time of trial and 
better facilities for treating prisoners are needed. 


FORENSIC PATIENT means 

a person admitted to a mental 
hospital upon the order of a court. 
What is the psychiatrist asked to do 
in connection with such a patient? 
There are three issues which com- 
monly arise. Dr. Gray listed these 
as: (1) Is the patient unfit to stand 
trial by reason of insanity? (2) Is the 
patient insane within the meaning 
of Section 16 of the Criminal Code? 
(3) Does this patient present some 
condition which would be amenable 
to psychiatric treatment? Dr. Gray 
elaborated on these three points. 

1. Is the patient unfit to stand trial 
by reason of insanity? The Criminal 
Code mentions unfitness to stand trial, 
but it does not define or elaborate on 
this expression; this is done by the 
trial judge. And the words com- 
monly used by a judge are, “Does the 
patient understand the charge, and is 
he able to instruct his counsel?” From 
the standpoint of the psychiatrist, it 
is useful to break that expression 
down even further: to ascertain not 
only these two points, but also 
whether the patient is able to com- 


Discussion Leader: Dr. K. G. GRAY, Q.C. 


prehend the evidence, whether he 
understands the nature of an oath 
and the related proceedings that are 
going to take place in this trial. If 
he has reasonable comprehension of 
these matters, then he is fit to stand 
trial. 

2. Is the patient insane within the 
meaning of Section 16 of the Criminal 
Code? This is a codification of the 
McNaughten Rule, and relates to the 
mental condition of the accused per- 
son at the time of the crime. The 
question is whether he was suffer- 
ing from a form of insanity such 
that he was unable to appreciate the 
nature and quality of his act or of 
knowing that the act was wrong. 

3. Does this patient present some 
condition which would be amenable 
to psychiatric treatment? This ques- 
tion opens an expanding field to fo- 
rensic psychiatry. More and more, 
psychiatrists are being asked to ex- 
amine patients and provide the judge 
with a pre-sentence report. This in- 
formation is not restricted by the lim- 
itations imposed in questions | and 2. 
The psychiatrist is free to include in- 
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formation he believes will be useful 
and make recommendations about 
additional treatment. 

An Ontario doctor asked if the 
question of fitness or unfitness to 
stand trial is decided by a jury. Or 
does a judge decide that after hear- 
ing the physician and other evidence? 
Dr. Gray replied that this is deter- 
mined by the jury. This is a ques- 
tion of facts. The judge instructs 
the jury upon the law, but it is up 
to the jury to decide and bring in a 
verdict as to whether the accused is 
fit to stand trial. 

If a patient is found not guilty on 
account of mental illness under Sec- 
tion 16 of the Criminal Code, who 
decides that? Is it a_ psychiatrist? 
Here, again, this is decided by the 
jury, on the same basis as above. 

And under the third category, who 
decides if a patient is amenable to 
psychiatric treatment? The psychia- 
trist? The decision whether the ac- 
cused or convicted person should be 
sentenced to imprisonment or provid- 
ed with treatment as an alternative is 
a matter for the court to decide. Alli 
the psychiatrist can do is make a rec- 
ommendation. But the judge, having 
regard to the seriousness of the crime 
or any other factors involved, may at 
his own discretion, decide to sen- 
tence the convicted person to im- 
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prisonment notwithstanding the psy- 
chiatrist’s report. 

Ur. Gendreau said it is important 
to understand the point of view of 
the lawyer. The law is a discipline 
the function of which is to assess the 
importance and meaning of human 
behavior, and, as far as criminal law 
is concerned, the sanctions applicable. 
The lawyer’s problem in dealing with 
a psychiatrist is a matter of definition. 
In psychiatry we talk quite glibly 
about mental disease, we talk about 
health, we talk about insanity. But 
if we are asked to define these words, 
it just cannot be done. He described 
a pilgrimage through the textbooks, 
Codes, and the dictionaries, which 
yielded no genuinely applicable def- 
inition of terms. 

But is Section 16 of the Criminal 
Code the same as the McNaughten 
Rule? Participants in the meeting 
pointed out the subtleties of the an- 
swer to this query. The law is an 
old one, but its current interest to 
psychiatrists stems from its re-exam- 
ination by the Commission recently 
headed by Mr. Justice McRuer, find- 
ings frequently referred to as the 
McRuer Report. 

In fact, Section 16 represents a 
codification of the law made many 
years ago by the Parliament of Can- 
ada, and the change in interpretation 
results in a substitution of the word 


“appreciate” for “know.” 7.e. 
whether he was suffering from a form 
of insanity such that he was unable 
to appreciate (know) the nature and 
quality of his act. It was con- 
tended that this substitution was de- 
liberate in order to try to get the 
emotional acceptance of behavior be- 
fore the courts as well as simply in- 
tellectual knowledge. 


Said one psychiatrist: “I don’t 
think our courts have operated on 
that basis for many, many years. But 
this has been written down now (in 
the McRuer Report). It has been 
spelled out. It has been discussed 
straight across this country. And I 
think every clever defense lawyer in 
the future is going to ask each one 
of us on the witness stand, ‘Well, 
doctor, admittedly he knew what he 
was doing. But did he really ap- 
preciate it? Did he have the normal 
emotions going along with it? Did 
he appreciate the consequences that 
were going to flow from his act?’ And 
so on.” 

This, it was contended, is fairly 
easy to answer in the case of a person 
who is clearly psychotic. Here, for 
example, one might feel confident in 
expressing the opinion that the psy- 
chotic who pulls the trigger of his 
gun does not fully appreciate the fact 
he is going to kill somebody. But 
there is a different problem in the 





on his part while he was insane. 


have been sane. 





SECTION 16 OF CANADA'S CRIMINAL CODE 


Insanity 


(1) No person shall be convicted of an offence in respect of an act or omission 


When Insane 


(2) For the purposes of this section a person is insane when he is in a state of 
natural imbecility or has disease of the mind to an extent that renders him 
incapable of appreciating the nature and quality of an act or omission or 
of knowing that an act or omission ts wrong. 


Delusions 


(3) A person who has specific delusions, but is in other respects sane, shall 
not be acquitted on the ground of insanity unless the delusion caused him 
to believe in the existence of a state of things that, if it existed, would have 
justified or excused his act or omission. 


Presumption of Sanity 


(4) Everyone shall, until the contrary is proved, be presumed to be and to 











case of the person we call a psycho 
path. Many forensic patients fall in 
that group. It was suggested that, 
increasingly, psychiatrists are going to 
be asked to testify in this area: Js 
the psychopath mentally ill in the 
sense that he does not really appre. 
ciate what he is doing? Quite frankly, 
a psychiatrist admitted, we do not 
have the answer to that question, and 
it is going to cause psychiatrists some 
embarrassing moments on the witness 
stand in the future. 


Current Interpretation Liberal 


One opinion was that the courts’ 
present interpretation of the Mc. 
Naughten Rule does not make the 
rule any better, but the interpreta- 
tion is not as strict as in the past. It 
would be fair to say that in the past 
the interpretation allowed only for 
a black or white answer, with no 
shades of gray. Actual practice today 
tends to recognize the shades of gray. 

Taking up the problems _psychi- 
atrists face in examining persons to 
present opinions requested by the 
court, there were many complaints 
that this was often done under atro- 
cious circumstances. One man de- 
scribed a typical case. He was sum- 
moned to a little country jail, pre- 
sented with a prisoner, and required 
to offer an opinion. ‘This is a dread- 
ful strain on whatever clinical acu- 
men I have,” he said. “I think it is 
strictly unfair to the prisoner, and 
impairs my reputation as a psychi- 
atrist, because I feel that I have not 
had adequate opportunity to really 
assess the patient.” 


There was ready agreement that 
the circumstances described are com- 
mon. One doctor said: “Very often 
we have to see a person in the county 
jail, or, if we are lucky and have a 
cooperative Sheriff, in the local com- 
munity mental health clinic. Some 
of the most difficult problems concern 
people that never see the inside of a 
mental hospital.” Another described 
a typical case thus: ““T'wo weeks ago 
I had to go to another city to examine 
a man accused of murder. I had to 
examine this man in one of the most 
medieval rooms that I have ever had 
the misfortune to be in. I had to 
examine him in the presence of a 
guard; the man was not even allowed 
privacy. I regret that it is still im 
possible to persuade authorities that 
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accused of major crimes 


persons 
should be sent to a suitable hospital 
where an adequate study of the ac- 


cused’s medical condition can be 
made.” 

Some doubt was expressed that the 
court is really seeking as much in- 
formation as psychiatrists try to give 
them. “I think we have to get back 
to the point of view that in a court- 
room we are called upon to help the 
judge and jury increase their under- 
standing of the kind of case they are 
dealing with. We are not called there 
to tell them what to do, or to give 
them all the answers. Certainly we 
can all appreciate the problem of 
examining a prisoner in a disrepu- 
table cell in a county jail. At the 
same time, I wonder if we are always 
being asked to give a complete diag- 
nosis and treatment recommendation. 
I have seen cases where the court was 
content merely to have expert testi- 
mony that a problem existed which 
would warrant further examination. 
The court simply wants assistance in 
arriving at the decision that a patient 
needs to be remanded for much more 
intensive examination.” 

The question was raised: Are psy- 
chiatrists in a position to make rec- 
ommendations to the authorities that 
proper facilities for an examination 
should always be provided? 


Careful Pre-Sentence Examination 


Positive steps have been taken in 
Toronto to conduct pre-sentence ex- 
amination in a systematized way mak- 
ing use of presently available scien- 
tific tools. A special facility called 
the Forensic Clinic was described by 
Dr. Thompson, who heads it. It is 
a division of the Toronto Psychiatric 
Hospital. The report is based on a 
full social history obtained from the 
individual and his relatives, full psy- 
chological testing, and psychiatric ex- 
amination. Very often other infor- 
mation is necessary, such as reports 
on an encephalograph and the opin- 
ion of a consulting neurologist. The 
Forensic Clinic conducts treatment 
on an outpatient basis, and the magis- 
trate may place the prisoner on sus- 
pended sentence and return him to 
the clinic for treatment. Probation 
officers, with whom the clinic has a 
good working relationship, also send 
cases to the clinic. Some difficulty 
is experienced in a third category of 


patients, those sent directly by the 
court without a pre-sentence exam- 
ination. The dilemma posed here 
is one of authority and the clinic’s 
ability to force a person to participate 
in psychiatric treatment. Dr. Thomp- 
son felt that when there is a pre- 
sentence examination, psychological 
forces can be mobilized to spur co- 
operation in rehabilitation. About 
70 per cent of the cases handled by 
the clinic are sexual offenders, and 
he also felt it is easier for these pa- 


tients to accept their condition as an 
illness and be guided into treatment 
than some other types of psychiatric 
patients. 

Interpretation of the hospital’s role 
was called for in the case of pris- 
oners remanded to mental hospitals 
and, in the terminology of the law, 
“held at the Lieutenant Governor's 
pleasure.” “Frankly,” said one psy- 
chiatrist, “I have never been able to 
find out just what that means.” What 
are the hospital’s responsibilities in 
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treating these patients? In_ segre- 
gating them from other patients? At 
the present time it has been esti- 
mated that one out of 27 patients is 
in this category. The current trend 
toward open wards, open hospitals, 
and more permissive treatment makes 
imperative consideration of how this 
treatment can be handled. 

Is the first consideration custody? 
Or treatment? What is the effect of 
these forensic patients on other pa- 
tients being cared for in an open 
setting? What are the hospital’s re- 
sponsibilities in judging the primacy 
of custody vs. treatment? One doc- 
tor provoked laughter when he re- 
lated that in putting a custody pa- 
tient on an open ward they had some- 
times found, to their embarrassment, 
they had a more open hospital than 
they had thought. 

Administrators indicated that, be- 
cause of the nebulous definition 
of where legal responsibilities begin 
and end and the lack of a clear-cut 
interpretation of when such patients 
should be returned to society, their 
hospitalization is unnecessarily cir- 
cumscribed and prolonged. It has 
been estimated that in the hospital 
these patients actually spend more 
time in security than do individuals 
who were sent to prison for punish- 


ment for their crime. And often there 
is a long gap between the time when 
hospital authorities feel a forensic 
patient is ready for discharge and the 
time this can be brought about. 

One suggestion was that these pa- 
tients should be returned to the court 
for trial when they meet the definition 
of “being fit to instruct counsel.” If 
still in need of treatment, they could 
be returned to the hospital, but the 
hospital would then be free to treat 
them as other patients are treated: 
in terms of medical knowledge. An- 
other suggestion was that earlier dis- 
charge be recommended if there were 
some system of supervision provided 
for such cases in the community. 

It was pointed out that in Quebec 
the policy is to take patients from 
the penitentiaries if they are suitable 
for treatment. It was asked if the 
Penitentiary Service expected hos- 
pitals to provide a special treatment 
program for the person who is psy- 
chiatrically ill and also a prisoner. 
Dr. Gendreau replied that the med- 
ical superintendent should decide, in 
terms of treatment, what is best. But 
he also said that repercussions may 
arise in terms of adverse public sen- 
timent if a mentally ill criminal! pa- 
tient becomes involved in an incident 
affecting other people. 


Is establishment of a federal hos- 
pital for such mentally ill prisoners 
contemplated? Dr. Gendreau ex. 
pressed doubt of this. If these pa. 
tients were incarcerated in a large, 
central institution they would be far 
removed from their families and the 
therapeutic value of visits from them. 
In his view, too many people are sent 
to the penitentiary who are actually 
mentally ill at the time of admission, 
Possibly their criminal deeds were 
related to their unrecognized mental 
condition, and they were not given 
an opportunity for defense on this 
ground. He felt this to be a problem 
psychiatrists should concern them- 
selves with, and one they too often 
ignore. 

The magnitude of the problem is 
indicated when you learn that in the 
penitentiary 1 in 40 will become in- 
sane during the course of his sen- 
tence. Inmates frequently seek psy- 
chiatric treatment of their own voli- 
tion. It has been stated that being 
sent to a mental hospital was viewed 
by some “‘as a fate worse than death,” 
he said, but prisoners do not look at 
it in this way. He pleaded for more 
ready admission to mental institu- 
tions, More treatment at the time of 
trial, and better treatment facilities 
for mentally ill prisoners. 


The Emotionally Disturbed Child 


Canada needs more intensive evaluation of existing programs rather than 
an expansion of facilities for these patients. Child guidance services, 
special educational facilities, medical services and child care 
agencies should be part of any complete program. 


Discussion Leader: Dr. F. A. DUNSWORTH 


HE AMERICAN PSYCHIATRIC ASSOCIA- 
‘ane recently published confer- 
ence report, “Psychiatric Inpatient 
Treatment of Children,” was com- 
mended in this discussion as a de- 


finitive statement of present knowl- 
edge on this subject. It would be 
fair to say, though, that the situa- 
tion in Canada seems to call for more 
intensive evaluation of how to do a 
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better job with the means already at 
hand rather than extensive expansion 
of facilities, as seems inevitable in 
the States. 

“There is no question in my mind 
that we have to use the facilities we 
have at the present time, use them 
as well as we can, knowing that under- 
neath there are other things that 
have to be added,” one doctor said. 

Speaker after speaker indicated a 
point of view prejudiced against too 
ready acceptance of emotionally dis- 
turbed children into institutional 
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settings. When additional institu- 
tional beds were supplied to meet a 
waiting list, they reported, an even 
larger waiting list developed almost 
overnight. 

This experience has led the spe- 
cialists to plead for an appreciation 
of the total problem, rather than 
turning hospitals into wastepaper 
baskets into which all children with 
behavior problems are tossed. Pre- 
liminary diagnosis, work with par- 
ents, consultation with other profes- 
sional workers, use of other com- 
munity services—these and many other 
suggestions were considered as im- 
portant as the program of hospital 
care. In terms of hospitalization, the 
first line of defense might be a day 
hospital, with children returned to 
their homes at night. 

In defining the emotionally dis- 
turbed child, no ready agreement was 
reached on where the line should be 
drawn. The opinion was expressed 
that the demarcation is not as clear 
as we had previously assumed. In 
practice, how children will be cate- 
gorized in each setting seems to de- 
pend on facilities, personnel, and ex- 
pediency. Some hospitals report prog- 
ress with a large number of younger 
patients but failure in residual cases 
with continued treatment the only 
prospect; some hospitals have sep- 
arate treatment facilities, some have 
room for a limited number of chil- 
dren on separate wards, and some are 
unable at present to offer anything 
except the same care afforded all 
adult patients. 


Evaluate Child’s Outside Milieu 


Dr. Dunsworth stressed the impor- 
tance of a broad look at the problem 
rather than a hasty assumption that 
more facilities are needed. “Don’t 
go back to your provinces and try to 
set up one part of what should really 
be a complete cycle,” he said. As the 
Director of a Child Guidance Clinic 
in Nova Scotia, he is particularly cog- 
nizant of the role all elements in the 
community can play. 

“The patient does not exist in iso- 
lation, either geographically or in 
time,” he said. “And the child in 
particular is under the influence of 
interacting forces: His relations with 
his family—mother, father, and sib- 
lings; the community which his school 
constitutes; religious affiliations; and 





the effect of the society and culture 
in which he lives.” 

There has been too great a tend- 
ency to fasten upon one primary 
area in dealing with such children— 
emotional, intellectual, or physical. 
It is the constant interaction between 
all these forces which has to be eval- 
uated before you can take any logical 
steps in treatment. “In many cases 
the area of disturbance is not within 
the child,” Dr. Dunsworth suggested. 
“You can start treating the child 
now and continue treatment until the 
patient is ninety-five years old, and it 
is not going to make a great deal of 
difference, except that you feel you 
are doing something about it.” 

Child guidance experts scrutinize 
centers of disturbance in the full 
range of the milieu in which the child 
lives. The cause of the disturbance 
may be within the school system, 
where the child may be asked to meet 
expectations impossible for him to 
attain. The area of disturbance may 
be the parents, making it logical to 
concentrate remedial measures on the 
home situation. The child may be 
disturbed by shifting social values 
and cultural conflicts. 


The Mental Hospital’s Responsibility 


It is reasonable to expect this help 
from a child guidance clinic: evalua- 
tion, treatment of some cases, and 
referral of others to suitable com- 
munity agencies. A typical pattern 
of referral would find some children 
who would best be helped by care in a 
special treatment facility, some who 
should be placed in institutions for 
delinquents, and small percentages 
who might be placed in foster homes, 
others in training institutions for. de- 
fective youngsters. Some, inevitably, 
are going to be sent to mental hos- 
pitals whether or not special treat- 
ment facilities for them are included 
in the hospital’s present set-up. 

What should the mental hospital 
do with the emotionally disturbed 
child? 

Airing the problem, describing 
what they are now doing, most ad- 
ministrators confessed to being in a 
quandary about what is the best way 
to deal with a medical care program 
for this age group. 

“There is no doubt we have a big 
problem on our hands. What to do 
about it, I don’t know,” one man 


said. 


“I was quite disturbed about 
the admission of children on an adult 
ward. First, because the treatment 
is different, and second, because chil- 
dren need proper models of identi- 
fication. I don’t think the behavior 
of psychotic people around them helps 
our therapeutic effort. 

“There are two things we might do: 
One would be to provide a special 
ward, the other to establish a psy- 
chiatric hospital for children. There 
is no doubt that we in mental hos- 
pital management are quite per- 
turbed about the lack of facilities for 
the treatment of children.” 

But the plan for caring for such 
children should not be an “either/or” 
proposition, someone commented. 


Various Approaches May Succeed 


Dr. Blain lent support to this view, 
and urged psychiatrists not to wholly 
accept or reject any proposals. He 
illustrated with examples of various 
approaches that have been used in 
the States. In Illinois and Pennsy]l- 
vania, treatment centers for children 
have been built on state hospital 
grounds, situated on the edge of the 
area with a separate entrance. This 
provides privacy for the children, but 
makes it possible to take advantage 
of total hospital facilities, such as 
stafing and food service, making the 
administration more economical. 

Some state and provincial hospitals 
are so short of staff and money that, 
though you can show they should have 
a separate facility for youngsters, they 
simply cannot afford it. This is not 
a situation that mental hospitals face 
alone. Facilities for children in gen- 
eral hospitals are so expensive that it 
is sometimes impossible to provide 
separate wards for children, regard- 
less of the desirability of such a prac- 
tice. This brings us to the necessity 
of making the accommodations we 
now have for children as good as they 
can possibly be made. 

At the Butler Hospital in Rhode 
Island, he recounted, they have de- 
cided to put adolescents on the same 
wards as adults, doing this by choice. 
The patients are specially selected so 
that children will not be with adults 
who will be unkind. But the matter 
of identification is not rated as a 
problem. In addition to selected pa- 
tients, a large quota of staff and vis- 
itors are around, so that the general 
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atmosphere is congenial. “I think we 
must try to solve the problem within 
an economic area which is realistic, 
otherwise we are completely lost so 
far as the future is concerned,” he 
concluded. 

From experience with a 500-bed 
hospital, Dr. Moorhouse declared that 
he agreed. “I am not yet prepared 
to say we cannot have children in a 
hospital with older patients. Neither 
am I prepared to say we can. What 
we have managed to do is to get a 
number of these youngsters back into 
the community by dint of exercising 
some clinical acumen. We have had 
the youngsters go to the local schools, 
so that at least part of the time they 
were not actually within the hos- 
pital.” 

Strain on Hospital Staff 

Caring for children in a mental 
hospital calls for recognition that this 
is going to put a great deal more 
strain on hospital staffs. In addition 
to child care, other work must be 
done concurrently. The home en- 
vironment the child will return to 
must be considered; this will call for 
more social work, for example. 

“I don’t think we should ever plan 
to have enough accommodations for 
disturbed children in institutions,” 
one doctor said bluntly. He felt that 
pressures should be created for diag- 
nosis and treatment, and that they 
should be done at the earliest possible 
age. 

Another agreed that the situation 
was analogous to the former pat- 
tern of caring for dependent children 
in institutions, which delayed develop- 
ment of foster home care. In one of 
the States, a program for residential 
treatment of children expanded from 
50, to 100, to 130, only to find that an 
irreducible waiting list grew as rap- 
idly as facilities expanded. Another 
unpleasant discovery was that it was 
not uncommon for parents to aban- 
don their children once they were ad- 
mitted, making it necessary to re- 
quire all parents to come for at least 
six interviews before children were 
accepted for treatment. 

Dr. Asselstine, from Manitoba, said 
no psychiatric unit can exist by it- 
self. It is unlikely the child patient 
first comes to the attention of pro- 
fessional personnel in a hospital set- 
ting, and when the child leaves the 
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hospital other personnel must pick 
up the work of after-care. He sug- 
gested the coordination of these four 
community facilities: (1) the child 
guidance service; (2) special educa- 
tional services; (3) medical services, 
and (4) child care and placement 
agencies in the community. 

Harking back to a previous session 
where psychiatrists were urged to in- 
tegrate their work with that of the 
general practitioner, another saw an 
even greater job to be done in child 
psychiatry in integrating tasks with 
the pediatrician. 

The response, reflecting a note 
struck several times during the dis- 
cussion, was, in effect, that it might 
be better to let sleeping dogs lie. At 
present, one notes, there is a tendency 
to treat emotionally disturbed chil- 
dren on regular medical wards of 
children’s hospitals. No one knows 
what the actual number of emo- 
tionally disturbed children is, and in 
view of the need to treat them in the 
total context of their environment, is 
it wise to stress singling them out? 
“I don’t know whether it is a good 
idea to start looking for disturbed 
children. That is the trouble—we 
have too many cases already. I don’t 
know whether we can plumb this pool 
with the pediatricians,” someone said. 
The implication was that the pool is 
bottomless. 


“Child Care Workers” Trained 


An effective way of securing more 
trained personnel was described by 
Dr. Rich. In the program in operation 
at Thistledown, child care workers 
rather than nurses are used, and per- 
sonnel in this category are recruited 
from these disciplines: teachers, social 
workers, psychologists, and some peo- 
ple who simply exhibit a special pen- 
chant for good relationships with 
children. These people are given one- 
or two-year training courses. The 
assumption is that no one discipline 
contributes the total know-how, but 
that each has something to add. Only 
a minority of the people trained come 
into the hospital on the permanent 
staff. Most go back into the com- 
munity. The hope is that these 
specially trained teachers, social work- 
ers, and so on will contribute by 
keeping children out of the hospital 
as their skills are utilized in pre- 
ventive programs. 


Dr. Blain called this one of the 
most hopeful approaches yet. The 
method reminded him, he said, of one 
used by Dr. V. V. Anderson in an 
institution for adolescents located in 
Staatsburg-on-Hudson, N. Y. He has 
achieved remarkable results employ- 


ing educational psychologists, and 
teachers whom he has trained. Using 
this team, a type of milieu therapy 
has been developed. A _ high per- 
centage of children recover who are 
seriously ill when admitted. Hos- 
pital administrators might consider 
similar experiments utilizing various 
types of staff personnel given special 
training. 


Various Admission Methods 


How are emotionally disturbed 
children admitted to treatment fa- 
cilities? On the basis of certification 
papers? Are some forms signifying 
voluntary admission used? Dr. Rich 
reported using a special form which 
the parent signs. It requests admis- 
sion of the child, and gives the hos- 
pital permission to detain the child 
if he tries to leave without permission. 
It states that the parent may remove 
the child at any time, but it is under- 
stood that if the child is taken out by 
the parents he will not necessarily be 
readmitted. The parent also agrees 
to accept the child back on seven 
days’ notice. 

Some of the institutions indi- 
cated that voluntary application by 
the parent was the rule, with the 
amount of notice from the parent to 
take the child out before the hospital 
recommended discharge ranging up 
to 30 days. Another type of admis- 
sion is through courts, where chil- 
dren are committed directly to the 
institution. 

One comment was that the most 
important factor in admission is the 
opportunity it offers for pre-admis- 
sion contacts with the child’s family. 
This gives an opportunity to evaluate 
more realistically whether the young- 
ster will benefit from residential treat- 
ment. Without such a screening, you 
may find that half of the children in 
such a facility are not really patients 
who can benefit from this care. Dur- 
ing conferences with relatives before 
admission, the psychiatrist and social 
worker and their team contacts can 
frequently find some other solution 
to the situation. 
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The Problem of Addiction 


The alcoholic is the most difficult of the addicts, both numerically 
and in terms of management. Hospital psychiatry should accept 
responsibility, partly because the mental hospital is 
an ideal settiug for much needed research. 


Discussion Leader: Dr. J. D. ARMSTRONG 


 praneed was suggested as a more 
descriptive term for the alco- 
holic drug user than “addict.” The 
definition is taken from the Ontario 
Mental Hospital Act which so refers 
to a patient who is so given over to 
the use of alcohol or drugs that he is 
unable to control himself, is incapable 
of managing his affairs, squanders 
or mismanages his property, places 
his family in danger or distress, 
transacts his business prejudicially to 
the interests of his family or his cred- 
itors, or uses drugs or intoxicants to 
such an extent as to render him dan- 
gerous to himself or others or to incur 
the danger of ruining his health and 
shortening his life. 

Alcoholism was the topic upper- 
most in the minds of those concerned 
with the problem of addiction. 

Speaking from experience as Medi- 
cal Director of the Alcoholism Re- 
search Foundation in Toronto, Dr. 
Armstrong sketched the outlines of 
the problem in Canada. Latest esti- 
mates for Ontario are that the rate 
of alcoholism is approximately 2,200 
per 100,000 adults over the age of 20. 
Extrapolated to the population of 
Canada as a whole, this would mean 
a total of 180,000 people. 

Interestingly enough, the highest 
rates for alcoholism both in Canada 
and the United States seems to be on 
the West Coast, while the figure for 
Newfoundland is very low. Narcotic 
addiction figures are also high for the 
West Coast. Dr. Maclay reported 
there is apparently little drug addic- 
tion in England, though he could 
offer no explanation of why this is 


true. The estimated number of nar- 
cotic addicts in Canada is around 
3000. The curious discrepancy in ad- 
diction rates in geographical areas 
was deemed a matter which might 
profitably be a subject of research. 

Dr. Armstrong characterized alco- 
holics as lively, upsetting, exciting 
people who present a real challenge 
in treatment. The mention of the 
word “alcoholic” will start a heated 
discussion in most psychiatric settings, 
as will the question of their admission 
to a hospital in some cases. There has 
been discussion of the family problems 
created during the readjustment of a 
patient who has been discharged from 
a hospital after a 20-year stay, but in 
the alcoholic we see a person who can 
wreck a family long before going into 
a hospital. 

Since he is most familiar with the 
alcoholic aspect of addiction, Dr. Arm- 
strong begged off from a discussion 
of other forms such as the various 
narcotics, addiction to various sedative 
substances which are available legally 
or otherwise in large quantities, the 
barbiturates, the bromides, the milder 
sedatives, and the milder tranquilizers, 
of which, he added, we know one is 
available freely without prescription. 
He also eschewed considering the less 
tragic forms of addiction, even though 
they are interesting from a_ psycho- 
pathological point of view: addiction 
to tobacco, food, and, in the case of 
some physicians, overwork. 

“When it comes to the problems 
created by habituation,” he said, 
“while it may well be that the person 
addicted to narcotics presents certain 
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very disturbing features both in symp- 
tomatology and difficulty in manage- 
ment, we must give full credit to the 
alcoholic as the most difficult prob- 
lem. This is true in sheer weight of 
numbers, and I think too in terms of 
destructiveness to homes, time lost 
from jobs and accidents caused. The 
drug addict is frequently quiet and 
well behaved by comparison.” 

Rather than a discussion of the 
psychopathology of any of these con- 
ditions, he suggested consideration of 
the principles involved in trying to 
deal with these problems. 


All Syndromes Represented 


There is no homogeneous charac- 
teristic of the alcoholic or the drug 
addict. All types of psychological dis- 
turbances are represented by the syn- 
dromes in which these substances are 
used, although there seems to be a 
large predominance of the kind of 
syndrome we call character disturb- 
ances. 

While alcoholism is a subject of 
concern to mental hospital adminis- 
trators, Dr. Armstrong applauded the 
new stress put on providing treatment 
outside the mental hospital. Many 
alcoholics can be handled on an out- 
patient basis, either by their private 
doctors or at a clinic. Some of them 
certainly can be handled on a short- 
term hospital basis, again either in a 
private clinic or hospital, or the spe- 
cial clinic or hospital that is set aside 
for the handling of this particular 
problem. 

“We must not forget,” he pointed 
out, “that one of the most outstand- 
ing experiments in self-management 
of illness has taken place in the field 
of alcoholism with the tremendous 
growth and success of the organization 
Alcoholics Anonymous.” 

He saw as a problem the fact that 
in dealing with the alcoholic patient 
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in mental hospitals, private practice, 
private hospitals, or public hospitals, 
the number who come from the pure 
motivation of seeking treatment is 
extremely small. 

“These people are pushed, shoved, 
browbeaten, or coerced in one way or 
another by their wives, their friends, 
their employers, by their clergymen, 
and by the courts,” he said. “Some- 
body is insisting they get help. And 
the surprising thing is they frequently 
do get help, even though they come 
to us much against their own will.” 

Only a small fraction of the prob- 
lem is being tackled, only a small 
fringe of habituated people reach the 
attention of the voluntary clinic, get 
into jail, or meet the qualifications 
for admission to a hospital. The On- 
tario Reformatory System set up clin- 
ics within their walls to try to deal 
with habituated prisoners; this still 
touches only a small part of the prob- 
lem. 


A considerable number of addicted 
patients are on the wards of our men- 
tal hospitals. These patients are not 
popular in hospitals. Hospital people 
complain they are a nuisance on the 
wards. If they come voluntarily, they 
won't stay. If they come by commit- 
ment, they raise such a rumpus that 
they are discharged. After a while, if 
they stay, they do not seem sick 
enough to be kept in the hospital, 
yet they are still actually very sick 


people. 
Problem of Chronic Repeater 


Where does the addictive patient 
fit into the scheme of the mental hos- 
pital? Dr. Armstrong raised this ques- 
tion as a statement of his own per- 
plexity. For at times he finds himself 
baffled about what to do with the 
voluntary alcoholic patient. Certainly 
research is needed to find some an- 
swers, and he suggested the mental 
hospital might provide an ideal set- 
ting for such specialized study. While 
sympathizing with the administrators 
of overcrowded mental hospitals, he 
posed the problem of the addict as 
an insistent one with which they 
should help. 

What can be done about the alco- 
holic patient who becomes a chronic 
repeater? Dr. Goddard saw this as an 
increasing problem. Coming from a 
clinic admitting about 125 alcoholics 
a year and eventually turning them 
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over to Alcoholics Anonymous or the 
Alcoholic Research Foundation, he 
said he finds among this group a 
steadily increasing number who re- 
quire more care than the clinic and 
these groups can give. 

“We have been very disturbed in 
the last two or three years by this in- 
creasing need for other facilities to 
handle this group, which constitutes 
about 25 per cent of our admissions. 
We see these men returning the sixth, 
seventh, eighth, and ninth time, and 
occasionally, up to a dozen times.” 

He explained that methods of get- 
ting these patients into an institution 
or hospital are outmoded and cum- 
bersome. It takes six to eight weeks 
to process them through a court and 
have them committed. It is expensive 
to keep them in a hospital, but they 
get into further trouble both physi- 
cally and socially if they go back into 
the community. 

He recalled that a few years ago 
alcoholics had been admitted to the 
Ontario Hospital with an average of 
35 patients entering monthly for a 
period of about a year and a half. 
Barriers to the program were put up, 
and this practice was discontinued. 
He appealed to the hospital, and 
other mental hospitals throughout the 
country, to resume such a program. 

Dr. Bell asked why Section 48 of 
the Ontario Mental Hospitals Act 
was not used more than it is. This 
section entitles two physicians to cer- 
tify an habitué to an Ontario hospital 
for a period of thirty days. This can 
be used by the general practitioner or 
psychiatrist to deal quickly with an 
habitué who might cause damage to 
himself or others. It is not in the 
interest of safety for such a patient 
to be left without care during the 
process of having a commitment or- 
der issued. He wondered why the pro- 
vision in Section 48 was not used more 
often. Is it possible physicians do not 
know about it? 

Section 48 was described by Dr. 
Armstrong, in reply, as “almost a dirty 
word.” He said the only way this could 
be used was for the doctor to figura- 
tively go down on his knees and give 
assurances that the family would go 
forward with court proceedings if the 
patient could be admitted on this im- 
mediate basis. Families “being what 
they are” he reflected, they are apt to 
make liars of the doctor and drop the 





matter once the immediate crisis is 
past. And so there is a rather tense 
situation, not between the patient and 
his family, but between the family 
and medical practitioners. 

A Kingston doctor said from his 
experience it is very difficult to find 
many practitioners who will write a 
certificate for an alcoholic on a one- 
month period. They have been asked 
to do so on many occasions. Then 
there is the hospital’s side of the ques- 
tion. If this Section is thrown wide 
open, there “will be people sticking 
out of the hospital windows.” As he 
saw it, it will have to be restricted. 
That is a strange thing to say, but, 
unfortunately, true. 


Holding the Non-Psychotic Patient 


We all tend to accept the alcoholic’s 
evaluation of himself, Dr. McNeel 
countered. He says he is not like other’ 
people in a mental hospital, so he is 
not mentally ill. Naturally, any hos- 
pital superintendent is nervous about 
keeping someone in a hospital if he 
is not mentally ill. The only justifica- 
tion we have for depriving a man of 
his liberty is legal backing. And while 
it is true that two certificates are “legal 
tender” under the Mental Hospital 
Act, there is a certain timidity on the 
part of the staff about retaining some- 
one who is, to all appearances, symp- 
tom-free. 

Essondale’s Dr. Gee said they have 
met the problem by a simple regula- 
tion under their statutes whereby they 
have introduced a semi-voluntary way 
of admitting alcoholics. Known as 
Form K, it states the applicant will 
stay in the setting for a period of 30 
days. 

While this arrangement is voluntary 
as far as legality is concerned, it does 
stipulate a 30-day period. The patient 
may be discharged during the 30-day 
period or after, and he is free to seek 
his own discharge after the 30 days has 
elapsed. They have limited the hos- 
pital space allotted to this type of 
admission to 20 beds. 

Someone asked if an individual 
could sign such a form and have an 
understanding it would be activated 
at any time, in other words should he 
get in a state where he, himself, would 
not sign it but would need treatment. 
The answer was “no.” Dr. Gee said 
the individual is supposed to be com- 
petent and sober at the time he pre- 
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WHEN A MAN 


iS MENTALLY 


AN ICEBERG 
RESTORE 


EMOTIONAL 


WARMTH 





The schizophrenic’s cold, rigid and irrational emotional 

tone melts away as Pacatal restores emotional warmth. Lack of 
responsiveness is one of the many symptoms which Pacatal 
corrects by normalizing thinking and emotional patterns. Many 
investigators report a return of warmth and improved affect.!2.3 
PACATAL... 

* “normalizes” thinking and emotional responses 

* calms without “flattening” —keeps patients alert 

* elevates the mood instead of sedating the patient 

complete literature available on request 
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sents the form. If he is intoxicated, 
he is refused admission. 

The alcoholic cannot be accepted 
in New York State hospitals unless 
he is mentally ill. Dr. Snow, of the 
St. Lawrence State Hospital, said the 
alcoholic on the open ward is both 
an asset and a problem. The prob- 
lem is that he may become institu- 
tionalized after getting over acute al- 
coholic symptoms. Still, he said, about 
40 per cent go back into the com- 
munity and get along very well. He 
found the other 60 per cent, those 
tending to become over-hospitalized, 
may show records of returning to the 
hospital again and again, totalling, as 
he put it, “years and years and years.” 
Asked how he selects the 40 per cent 
who are going to do well under the 
hospital regime he replied: “I wish I 
knew.” 

Dr. Christie urged the importance 
of not segregating alcoholics from 
other mental hospital patients, but 
treating them with the rest of the 
patients. In the clinic and general 
hospital, too, the multi-disciplinary 
approach used has much to offer to 
addicts, he said. The role of the social 
worker is especially applicable, par- 
ticularly in carrying out group work 
with relatives. 

Experience in the State of Minne- 
sota pointed in the opposite direction. 
Habitués were scattered throughout 
the state hospitals, representing a 
troublesome minority group, and were 
largely overlooked. Now all go to one 
institution. The advantages are that 
the patients receive more attention 
from the hospital staff, other hospitals 
are relieved of the burden, and the 





patients become more interested in 
rehabilitation. 

The separate unit for treatment of 
alcoholic addicts was also defended 
by Dr. Armstrong as one way of en- 
couraging the habitué to seek treat- 
ment. ‘““Whether we believe it or not, 
the alcoholic believes he is different 
from other patients; he can be induced 
to come to a setting established espe- 
cially for his kind of problem.” He 
pointed out that a separate institution 
or unit does not necessarily mean an 
isolated unit. 


Close Link with Other Hospitals 


He described how medical integra- 
tion is achieved at Brookside Clinic. 
Although this is not located within 
the University Psychiatric Hospital 
and is a good distance from the men- 
tal hospital, there is a very close link- 
age. Most of the medical staff are 
associated with some other hospital in 
the city. “And in very practical terms, 
we have deliberately left to the gen- 
eral hospitals in the community the 
task of looking after the acutely 
inebriated alcoholic,” Dr. Armstrong 
said. “He goes to a general hospital 
on our advice, and after the so-called 
drying out process has taken place, he 
comes back to us at Brookside Clinic. 

“While the general hospitals in our 
city look with some trepidation on 
bringing these patients in under our 
auspices, they have learned a great 
deal about dealing with alcoholics. 
And at one hospital, in particular, 
they are now admitting many more 
than those we refer to them.” 

Bringing up the subject of drug 
addiction, Dr. Gendreau said the pris- 




































on population of 75 at Kingston in- 
cludes 57 drug addicts. More drug 
addicts are female than male. The 
usual history is that of a broken home, 
social problems, with the young wom- 
an becoming a prostitute. The pattern 
runs alcoholism, “goof balls” (barbit- 
urates), and finally drug addiction. 
Dr. Armstrong saw the drug addict 
as one of the most disturbed and 
rebellious members of cur community, 
but undoubtedly a person whose prob- 
lems existed “long before he took his 
first needle.” 

Returning to the subject of alcohol- 
ism, the present practice of spending 
money on treatment rather than re- 
search was criticized. To do research, 
special centers would be needed. 

Considering how money for research 
should be spent, Dr. Lovett-Doust 
suggested more study of the personal- 
ity of the individual habituated to 
alcohol or drugs. Other avenues to be 
explored include clinical research. 
Study could be made of drugs which 
for one reason or another combat the 
alcoholic’s debauch and the pressure 
to go into a debauch. We could spend 
it to study social and economic sta- 
tistics, analyze factors, particularly 
sociological factors, associated with 
alcoholism. As a different sort of ap- 
proach, we might try to find out what 
alcohol does. 

One skeptic agreed that the report 
that alcoholism is so much lower in 
Newfoundland than in California is 
indeed interesting, but he was not 
prepared to believe the difference in 
citizens in the two places “shows in 
their metabolism.” 

Accepting this riposte, Dr. Arm- 
strong concluded that just the same 
it would be a good base line to estab- 
lish once and for all what does hap- 
pen to the metabolism of an individ- 
ual in taking alcohol. Is the metabolic 
or physiological experience of the be- 
ginning alcoholic really any different 
from the rest of us? Or does he ex- 
perience some different kind of ap- 
preciation of the reaction which there- 
by becomes much more attractive to 
him in contrast to some other situa- 
tion? Antabuse and C.C.C.* were men- 
tioned, the latter a drug only recently 
available which Dr. Armstrong said 
he is testing. 


*Citrated Calcium Carbide, pack- 
aged under trade name, TEMPOSIL. 
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ATTENTION BUSINESS ADMINISTRATORS 





Charles Sales Company, Gne. 


HELPED DELAWARE 
MAKE THE MOST OF 


UNCLE SAM’S HAND ME DOWNS... 


LET US HELP YOU..! 











The most outstanding example is the 
ingenious use made of surplus textiles. 
Lightweight olive drab wool blanket cloth 
ismade into men’s jackets, short coats and 
shirts which are attractive despite their 
color. Because the hospital abandoned 
most of its sewing room operations some 
years ago in the interests of economy and 
improved clothing, it had to find some 
means of having the yard goods made into 
garments. Mr. Tarumianz hit upon the 
idea of having a commercial garment 
manufacturer undertake the job. The 
Charles Sales Company, of Chelsea, Mass., 
agreed to try it and the arrangement has 
worked out satisfactorily for both sides. 
For the three types of garment mentioned 
above the hospital furnishes only the 
blanket cloth—which it gets for 10¢ a 
yard—and the Charles Sales Company 
makes it into patient's clothing at a unit 





price that includes both any extra ma- 
terials needed and shipping costs. The 
jackets, which are unlined and have 
a zipper front cost $2.25 apiece; they re- 
quire 134 yards to make. The shirts are 
made from 1 2/3 yards and cost $1.80 
each. The short coats (three-quarter 
length) require 314 yards of cloth since 
the body is made with a double thickness 
of cloth for extra warmth; the unit cost 
of $5.00 includes rayon sleeve linings and 
a corduroy collar and pocket flaps. The 
corduroy trim is either brown, dark green 
or navy, and matching buttons are added. 


Dresses Made Also 


While most of the surplus textiles are 
unsuited for women’s garments, the hos- 
pital does get bolts of striped cotton 
seersucker for 6¢ a yard. This the Charles 
Sales Company makes into gripper-front 






dresses for $1.80 apiece. The same com- 
pany also takes lightweight khaki cotton 
twill and cuts it into men’s shorts which 
are sewn at the Delaware State Correc- 
tional Institution. Previously the hospital 
had contracted with the prison to cut 
and sew the shorts for 25¢ a pair. When 
Mr. Tarumianz learned that the commer- 
cial company’s modern equipment could 
cut the material far more efficiently for 
8¢ a pair, he revised his arrangement with 
the prison. In doing so he saved 2¢ a 
pair on cutting costs and quite a bit of 
material. Although a similar split arrange- 
ment might prove somewhat more eco- 
nomical for the other garments which the 
commercial company makes entirely, Mr. 
Tarumianz feels the professional finish is 
important for outer garments. Happily, 
Delaware does not have stringent State 
Use Laws. 





A THERAPEUTIC COMMUNITY 


Chairman: Dr. CLARENCE H. POTTLE 


From Custodial Care 
To Modern Therapy 


A therapeutic milieu can be provided in a public mental hospital if it 
is recognized that mental illness is an active disease process. 
The community itself has a role to play in rehabilitation. 


ALK, during this topic, strayed to 
Bee problems of arrangements and 
attitudes, rather than being an ex- 
haustive discussion of therapy. The 
chairman said in summary that these 
tangential considerations probably 
come to the fore because the role 
provincial mental hospitals will play 
in the future is apt to be the main 
issue in any current analysis of treat- 
ment of the mentally ill. 

Some saw their function as evolv- 
ing mainly into custodial care. Pro- 
tagonists of the psychiatric unit in 
general hospitals claimed it might 
largely take over the function of the 
curative role in hospitalized mental 
illness. Sharp rebuttal was voiced by 
those who felt statistics relating to 
general hospital units should be ex- 
amined in depth. And all agreed that 
viewing the public mental hospitals 


Discussion Leader: Dr. B. H. McNEEL 


simply as places for custodial care 
might strike a permanently damaging 
blow to their morale. 

Actually the treatment of chronic 
mental illness is the biggest challenge 
facing psychiatry today. The applica- 
tion of therapeutic techniques shows 
promising results, but when these suc- 
cesses are subtracted from hospital 
populations, there is still a residue. 
Discussants suggested that there 
should be no complacent acceptance 
of the mental hospital of the future 
as the custodial repository of such 
chronic cases. The big job facing ad- 
ministrators and staffs is to find ways 
to prevent such a dénouement by 
getting long-term patients out of 
hospitals. 

We have placed too high a premium 
on “complete cure,” in the opinion of 
Dr. McNeel. He viewed this as a 
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product of the success of advanced 
individual therapy, leading to the 
abandonment of persons not respond- 
ing to such a course of treatment. If 
a cure is not achieved, the patient is 
left in the hospital for so-called con- 
tinued treatment. While agreeing that 
clinical cure should be the aim, he 
questioned whether hospitalization 
should always be the solution for 
patients who do not respond. Unfor- 
tunately the public has also absorbed 
the attitude that the patient who is 
not completely well should not be 
out of the institution. 

Whether mental illness is looked 
upon as a maladaptation or an active 
disease process, the community has a 
role to play in the rehabilitation of 
the patient. The theory has been ad- 
vanced that there is an active phase 
in mental illness with a subsequent 
attempt to achieve an equilibrium 
between residual symptoms, the p* 
tient and his environment. If the p* 
tient is kept in a hospital during the 
second phase, the equilibrium he 
reaches is in the adjustment to 4 
hospital environment, not to the et 
vironment in which he has normally 
lived. This gives rise to symptom pat 
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terns due, not to the advance of the 
disease, but to adjustment to the ab- 
normal institutional environment. 

Dr. McNeel suggested that modern 
psychiatric practice should be based 
on the following concepts: The pa- 
tient should receive treatment as 
early as possible; treatment should be 
given with as little dislocation of life 
patterns as possible; from the begin- 
ning of treatment, the aim should be 
restoration and re-establishment; treat- 
ment should be based on using all 
possible assets rather than on adjust- 
ment to the degree of impairment; the 
process should not be viewed as com- 
plete until social re-establishment is 
achieved; and continuity should be 
maintained through the whole proc- 
ess. 

These suggestions were offered as 
an optimum, with the thought that 
they should be tempered by circum- 
stances. For instance, though com- 
munity contact is viewed as desirable, 
we should recognize that the word 
“asylum” has its merits. Some patients 
need a temporary refuge, a place of 
safety, to recoup their strength. Social 
re-establishment is desirable, but some- 
time we are going to have to accept 
the fact that the residual impairment 
permits only of adjustment to institu- 
tional care. 


A Strategic Medical Retreat 
to the Mental Hospital 


Disclaiming the view that hospitali- 
zation is a last resort, Dr. McNeel 
nevertheless recommended that the 
patient should only reach the hospital 
after a strategic retreat by stages, as 
intermediate steps in treatment are 
found inadequate. The aim should 
be early treatment with a minimum 
of dislocation of his life pattern. This 
requires all facilities to be readily 
available and within easy reach. (In 
this way community resources and 
the mental hospital would become so 
interlinked that the stigma now as- 
sociated with public hospitals would 
gradually disappear.) 

A minimum of dislocation requires 
treatment without removing the per- 
son from his job. Such treatment calls 
for night care, an outpatient depart- 
ment and arrangements of this kind. 

But if the patient must be removed 
from his job, he may still be able to 
stay in his home, if we can set up 
day and domiciliary care programs. 





Even removal from the home, how- 
ever, may not necessarily imply re- 
moval from the community, if we can 
use a psychiatric unit in a general 
hospital or a similar arrangement. 

If all these intermediate steps have 
proved inadequate, and the person 
must be hospitalized, he must at least 
be able to maintain contacts with his 
community. This means visits with 
relatives and friends, contacts with 
volunteers, and maintenance of the 
community pattern of social life, so 
far as possible. A hospital program 
of work, play and social life should 
serve to keep patients in touch with 
everyday events. 

Dr. McKerracher agreed that all 
patients should be “headed towards 
home.” You might well ask, “What 
about the chronic patient?” He would 
like to think there is no such thing 
as the chronic patient. There is only 
the convalescent patient. He may not 
get home, but he is going in that 
direction. Perhaps we can get the 
patient into a convalescent unit; not 
home, but still pointed that way. He 
is going in the direction of the com- 
munity. We should not accept the 
concept that any patient has reached 
a dead end. 

The most important consideration 
for a therapy program in a hospital 
is that everyone on the staff be in- 
volved in it. This concept is con- 
sonant with emphasis now put on 
“socializing” the patient. A Manitoba 
doctor said his hospital tries to have 
activities going on all the time, and 
has reduced the use of tranquilizing 
drugs 60 per cent by this method. 
Another administrator viewed group 
activities as essentially group therapy, 
saying it is hard to draw the line 
between the two. Group activities 
help patients to express themselves, 
even though this communication may 
be non-verbal. And, as conversations 
develop with staff members and other 
patients, discussions other than those 
led by physicians and _ psychiatrists 
may comprise a form of group therapy. 
He mentioned groups led by nurses, 
psychologists, and other personnel. 

More than one administrator re- 
ported a conscious use by nurses of 
psychiatric techniques. Dr. Clancey 
recommended this be developed by 
management of nurse-patient contacts 
in three steps. The first step is integra- 
tion. This lasts until relationships be- 


tween the patient and nurse reach a 
stage where each feels comfortable 
with the other. The second step, a 
less comfortable one, is that of in- 


creasing expectations. During this 
period, the nurse creates a certain 
amount of anxiety in the patient as 
expectations are expanded. The third 
step, that of separation, is reached as 
the patient becomes more independent 
and is ready to leave the hospital. 

Agreeing with this concept, Dr. 
Kenning described how he had trained 
personnel in this approach. He saw 
the most important factors in milieu 
therapy as the caliber of the staff and 
its attitude toward the patient. In a 
training course for nurses, he pre- 
pares them to participate in therapy 
through experience in handling three 
types of groups. The nurses first work 
with newly admitted patients and 
learn how to conduct groups to in- 
tegrate the patient into the ward. 
Next they learn how to conduct groups 
on active treatment wards. Here, 
during the period of increasing ex- 
pectations described by Dr. Clancey, 
patients are encouraged to vent their 
feelings. As an example of training 
for the third step, separation, nurses 
conduct discussions with groups of 
patients’ relatives when the patients 
are in rehabilitation wards preparing 
for discharge. 


Should Size be Limited? 


The importance attached to group 
therapy led to a discussion of the 
physical structure of hospitals, and 
whether the small, cottage-type hos- 
pital is essential for a truly thera- 
peutic setting. Dr. Lawson described 
a Saskatchewan proposal that the hos- 
pital should be limited in size to 200 
or 300 beds, and this should be divided 
into units of thirty people to a cottage, 
sub-divided into groups of ten. This 
produces a natural situation for group 
activities. Unfortunately, he added, 
the Saskatchewan plan is not without 
honor save in Saskatchewan. 


A northern New York state admin- 
istrator agreed smaller units are easier 
to handle. The St. Lawrence State 
Hospital which he operates was built 
in 1890 under the guidance of a doc- 
tor who believed patients should be 
in an open setting. Consequently a 
small hospital, with a farm, was con- 
structed, and came to be accepted by 
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the community on the same terms as 
a general hospital. 

Another administrator called for 
a comparison of costs before the idea 
of the smaller unit is accepted. Both 
he and other speakers felt there were 
factors more important than size de- 
termining the effectiveness of the 
hospital. 

As to the farm program, such as 
the rural hospital made possible, even 
though it is agreed that work experi- 
ence is desirable for patients, the 
change to modern machine methods 
of farming makes it impractical as a 
mental hospital adjunct. 

Attitudes toward work by mental 
patients were said to have swung 
through phases where it was viewed 
as therapeutic, and then as exploita- 
tion, to an approach where it is ac- 
knowledged that it can be therapeutic, 
but such a result is not just a happen- 
stance. Work therapy in hospitals, 
although it may be valuable for the 
patient, has to be planned and is ex- 
ceptionally expensive. The cost to the 
hospital is so high that only a hospital 
with broad financial resources can 
consider it, and this still leaves the 
question whether this is the most eco- 
nomical use of staff for effective ther- 
apy. The difficulty stems from finding 
work in the hospital which will have 
a parallel for the patient after dis- 
charge. 


Smaller Unit—Economy 
or Extravagance? 


Administrators expressed interest in 
discussing the cottage type vs. the 
large hospital because decisions have 
to be made about government build- 
ing programs. Should the small hos- 
pital be recommended? It was pointed 
out that hospitals receive an increas- 
ing number of people with degenera- 
tive diseases, patients for whom there 
is less hope of discharge. Is there any 
economy in the smaller unit, or is it 
actually a great deal more expensive? 
And is there any justification of larger 
expenditures for patients for whom a 
treatment program does not offer 
greater prospect of discharge? 

Already, said Dr. Cameron, many 
more patients are going into general 
hospital psychiatric units than was the 
case a year or so ago. This is partly 
because these units are financially 
better off so that their staffing pat- 
terns are superior to those in mental 
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hospitals. Moreover, they do, at the 
present time, offer far better facilities 
and a more pleasant setting for the 
psychiatrists to use. Yet it would be 
disastrous if mental hospitals in the 
future could expect to receive only 
long-term permanently damaged pa- 
tients who could not be rehabilitated. 
But the acutely sick patient, he was 
reasonably confident, would probably 
go in increasing numbers to general 
hospital units. 

Another doctor agreed, first, that 
many hospital administrators wonder 
what the future purpose of the mental 
hospital will be. Is it to be for patients 
early in the course of their illness or 
for patients who have been to other 
community facilities? Is everybody to 
be screened through the psychiatric 
unit of the general hospital and given 
every kind of needed treatment that 
can be provided there? Is there going 
to be a differentiation in the role of 
the mental hospital and the psychi- 
atric unit in the general hospital? 

But he doubted that an examina- 
tion of statistics would show that 
general hospitals actually treat the 
same types of patients as those going 
to mental hospitals. Very few of their 
patients have a past history of mental 
illness, and a very small percentage 
are classified as psychotic; the great 
majority are psychoneurotic behavi- 
oral illnesses. Consequently there is 
a difference in treatment programs, a 
difference in costs. And general hos- 
pital statistics are often quoted simply 
in terms of the return of the patient 
to the community; these patients may 
later go to a mental hospital, though 
statistically the general hospital has 
been credited with “cure.” He viewed 
it as improbable that the general hos- 
pital would eliminate the need for 
mental hospitals with active treatment 
programs, and only classed it as un- 
fortunate that cases are looked upon 
as “failures” when they are sent on 
to a mental hospital. 

Dr. Sloane recommended that the 
two types of hospital develop closer 
relationships, and that the public be 
educated to understand they are all 
part of the same service. The picture 
of the nice, clean, smoothly running 
general hospital should not be posed, 
on the one hand, against the personi- 
fication of the mental hospital as an 
ogre to which patients might be 
tossed, on the other. 


The most important factor in any 
hospital, Dr. Solomon said, is the ex 
pectation on the part of all personnel 
that the patient is going to get well) 
and leave. Even with this attitude 
there is going to be a residue of pg 
tients. These are the patients we ha 
in the past, considered chronic and” 
hopeless. He called for a total p 
program in hospitals, resulting from 
refusal to accept the idea that any 
patient is hopeless. He described a 
program tested in Massachusetts where 
9 out of 24 such patients were dis: 
charged; only one out of 24 in a co 
trol program went home. 


Another hospital man said a hope 
ful sign is that psychiatrists coming! 
out of training today recognize that 
the chronic patient offers the greatest” 
challenge, and are asking for assign 


ments on wards with these patients) 


Study of “Push Program” 


Dr. Hall reported the most exciting” 
research program yet proposed in this) 
area, made possible with a $250,00 
grant he has been successful im 
obtaining. Designed for a_ five-year 
study, the research calls for evalua 
tion of the benefits of a total push 
program applied to 125 chronically) 
disturbed patients, with another unif 
serving as a control. Research tech) 
niques will be developed, and it i 
hoped may throw light, for the fi 
time, on various treatments. 


The federal-primed program fe 
hospital insurance is of interest @ 
psychiatrists in Canadian mental he 
pitals, one pointed out, even though 
as now enacted it provides only for 
the care of psychiatric patients 
general hospitals. For one thing, its” 
passage in these terms might mark 4 — 
change in the pattern of caring for 7 
mentally ill persons, with their carey 
mainly provided in general hospitals. 7 
Or, it has been suggested, the Act™ 
might be broadened after a period of 7 
experimentation to provide for psy) 
chiatric care in any hospital. This} 
might lead to development of mental) 
hospitals more closely paralleling the 
present general hospital, with the prt 
vate practice of psychiatry carried Om) 
in the mental hospital system. The? 
contention was that all these possibili#] 
ties, and others which might flow out) 
of such a law, are developments psy— 
chiatrists should consider when mak] 
ing plans for the future. 
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AGITATION 


a 


DRUG ADDICTION. Response to SparINE: Rapid control AGITATION IMPEDING PSYCHOTHERAPY. 

(in 24 hours) of agitation, nausea, vomiting, muscle and joint When first seen, this patient was markedly agitated 

pains, abdominal cramps, and general malaise—withdrawal and destructively aggressive. Her excitation was 

symptoms of drug addiction. a barrier to psychotherapy. Response to SPARINE: 
The hyperactivity gave way quickly to emotional 
calm, and rapport became established. 


DELIRIUM TREMENS. This patient has a long history of alcoholism. When police brought her in, she was suffering 
from the postalcoholic syndrome. Response to SPARINE: The overactivity, acute hallucinosis, tremulousness, and nausea 
were controlled overnight. Upon discharge, the patient reported an easier recovery than ever before. 
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SENILE AGITATION. This is a nursing-home patient with cerebral artenvo- 
sclerosis. Like many such patients, she was hostile, assaultive, acutely restless, 
and untidy. Response to SPARINE: She quickly became calm, relaxed, and 
improved in interpersonal relationships. She has resumed a normal interest 
in personal hygiene and appearance. 


MANIC PSYCHOSIS. On admission to the psychiatric hospital, this patient 
was “high,” combative, and hallucinating. Response to SPARINE: The violent 
Psychomotor activity was promptly subdued; the belligerence was eliminated ; 
and the hallucinations were less disturbing. The patient then became accessible. 


BEHAVIOR DISORDERS OF YOUTH. The boy in the foreground was 
committed as a behavior problem, with police and school records of sustained 
incorrigibility. Response to SPARINE: Agitation and belligerence controlled, 
behavior improved. He is responding now to psychotherapy and rehabilitation. 
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The Open Door Concept 


Opening a hospital is not a therapeutic panacea and it brings a host 
of practical problems. A belief in the absolute morality of the 
open hospital philosophy is the key to a successful attempt. 


Discussion Leader: DR. HERMAN B. SNOW 


HE CANADIAN PsyCHIATRIC ASSOCIA- 
Tice is on record as supporting the 
desirability of mental hospitals op- 
erating with an open door policy. 
Hospitals in Canada are showing in- 
creased interest in this idea, and are 
studying its results in England and 
the United States. A few have taken 
initial steps by opening some wards. 
At this session, they listened to a nar- 
fative account of actual experience 
given by Dr. Snow, who is the ad- 
Ministrator of a hospital across the 
St. Lawrence River on the northern 
New York border. 

One puzzling question occurs to 
many people when this topic comes 
up for discussion. Granted that the 
open mental hospital is a good idea, 
it is not a new idea. The experiment 
was tried in 1870. Why didn’t the 
doors stay open then? Will we be 
putting the locks back on in four or 
five years? And if that is the case, 
why will we be doing it? 

Among the responses to this query 
were: The people who initiated the 
practice died, and no one continued 
it. More lawsuits against psychiatrists 
were instigated about that time, and 
psychiatry responded with security 
programs in hospitals to protect itself. 
Kirkbride and others who advocated 
Open hospitals knew exactly what to 
do and had an extremely sound sys- 
fem of precept and practice, but ab- 
“wlutely no theory. Consequently when 
they died, there was no body of theo- 
fetical knowledge for other people to 
tarry on. Hospitals were frustrated by 
lack of money when unsympathetic 
authorities, maintaining that other 


methods were more economical, re- 
fused to provide subsidies for opera- 
tion of open hospitals. 

Dr. Snow’s hospital, a small one in 
rural surroundings near the city of 
Ogdensburg, experienced no trauma 
in instituting such a program. 

Rather than a therapeutic panacea, 
the open ward is just another weapon. 
It is not a cure in itself. You don’t 
just open the doors, and then find 
that everybody gets better. 

As a matter of fact, Dr. Snow said 
he was unprepared to claim that such 
a system of treatment will cure a lot 
of people even though it does make 
living a lot easier for the patients, 
psychiatrists and other staff, and the 
Director. As for problems, you will 
have them. They will be different 
from ward to ward, from area to area. 
These can be solved, though, by the 
personnel concerned. 

At the St. Lawrence Hospital an 
open ward is defined as one the pa- 
tient can leave for at least eight hours 
or more. The patient can go directly 
outside without anybody stopping 
him. Some wards are open as much 
as ten or twelve hours a day. But 
elderly patients, 60, 70, or 75 years of 
age, are asked to be back on the ward 
by dark so those who might become 
lost without care will be under su- 
pervision. 

This raises the criticism that though 
patients may be free to leave the wards 
they are constantly being watched. 
This has been expressed as substitu- 
tion of a human lock for an iron lock. 
This practice was defended in the case 
of the older patient who might be- 
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come confused; it is no different from 
the care given children unable to look 
after themselves completely but cap- 
able of assuming some responsibility. 
Some elderly patients do not require 
close staff care, but do go about only 
when accompanied by other patients. 

Describing the surroundings open 
to patients at this hospital, Dr. Snow 
said they comprise a 1600 acre tract. 
Some of the patients had been locked 
up for 15, 20, or 25 years, and had 
known only an existence on one hos- 
pital ward. Difficult as it may be for 
someone to imagine who has not ex- 
perienced such confinement, leaving 
the hospital and going out on the 
grounds represented a drastic change. 
In the beginning, other patients fa- 
miliar with the grounds accompanied 
them. As they became familiar with 
their surroundings, they were allowed 
to go by themselves. 

How do you open a ward and how 
fast do you proceed? Dr. Snow started 
slowly, beginning with chronic pa- 
tients having long histories of hospi- 
talization. The plan was initiated with 
130 women in two wards of a unit 
housing regressed patients, after those 
who were thought to be poor risks 
had been transferred to other wards. 

After this first experience, however, 
there was no effort to siphon patients 
out of the ward because personnel 
were dubious about their adjustment 
to an open door policy. It was realized 
that if the policy of first removing 
difficult cases were continued there 
would eventually be a ward composed 
of residue and the totally open hos- 
pital would never be achieved. The 
results were interesting, because many 
patients got along much better than 
had been anticipated. This had an 
effect of buoying the progress of less 
promising patients, so that average 
adjustment exceeded expectations. 

From this tentative beginning, the 
rapidity with which wards were 
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opened depended only on the per- 
sonnel. 

Personnel, said Dr. Snow, soon see 
the advantages of the plan; first, for 
themselves, and, second, for the pa- 
tient. The hospital is blessed with a 
stable employee population, has no 
staff vacancies, and enjoys an enviable 
reputation as a desirable place to 
work. Wages compare favorably with 
other community salaries, and em- 
ployees are of a high caliber. 

How much training is given nurses, 
attendants, and supervisors? The em- 
ployees, the nurse and attendant on 
the ward must be, in their own hearts, 
ready for it. The ward must not be 
opened just to give lip service to the 
Director. The personnel must be pre- 
pared to take the chances a change 
in regime makes inevitable, and they 
must not be too afraid of this pros- 
pect. As for training, no training was 
given here. The superintendent sim- 
ply told the doctors and supervisors 
on the ward what he knew about the 
open door plan and said that he 
would like to go ahead and try it. 
They in turn went back and discussed 
it with head nurses and charge at- 
tendants. 


Apprehension of Personnel 


At first there was what might be 
called a healthy apprehension, which 
could be just another description of 
resistance, on the part of employees. 
They were afraid they would lose 
their jobs if patients became involved 
in incidents, ran away, got in fights, 
committed suicide, or became preg- 
nant. This attitude stems from hos- 
pital practices of launching an inves- 
tigation and assessing blame in such 
cases. One of the most important 
considerations in opening doors is to 
reassure staff members that if they 
perform their duties with diligence 
and without negligence they will not 
be blamed for circumstances where 
the open door policy results in mis- 
haps. 

In New York State, too, Dr. Snow 
added, policy dictates that should a 
court case occur, the Attorney Gen- 
eral provides representation for the 
hospital where evidence indicates that 
responsibilities were reasonably well 
assumed. He said, however, that it 


was his understanding this is not 
the case in Canadian provinces. Here 
in Ontario, for instance, he learned a 
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Director would have to go to court 
himself, and hire his own lawyer. Such 
a policy would, of course, be an im- 
portant factor to a Canadian superin- 
tendent considering the pros and cons 
of such a new departure in adminis- 
tration. 

In about a year and a quarter, the 
percentage of open wards at Dr. 
Snow’s hospital went from zero 
to 65 to 75 to 85 per cent until it is 
now 95 per cent open. This means 
2,000 patients are free to go out dur- 
ing the day for at least eight hours 
or more. 

People ask what patients do when 
you open the doors. Do they rush 
about helter-skelter? None of the most 
dire predictions made came to pass. 
In retrospect, what seems to have 
happened is that a certain dignity 
was restored to patients when they 
were allowed to go about as they 
chose. Just as other people do not 
want to be caught up in activities all 
the time, patients showed a predilec- 
tion for alternating activities with 
more solitary pursuits. Watching tele- 
vision, writing letters, reading, or per- 
haps playing checkers were coming in 
for attention. 

When the wards were first unlocked, 
attendance at the occupational therapy 
department sank very low. Patients 
were outside enjoying sunshine and 
fresh air and a freedom they had not 
known for years. Naturally this was 
of serious concern to the department 
to find its services abandoned, but the 
supervisor had enough insight to bide 
her time. 

Previously, attendants had taken 
patients from the wards to the occu- 
pational therapy building each morn- 
ing, marching them there at nine 
o'clock in the morning. Work had to 
stop at 10:45 because all saws, knives, 
and chisels had to be checked in be- 
fore the patients paraded back to 
their quarters for lunch. 

Given their freedom, and only in- 
vited to use the occupational therapy 
program, it was true the patients 
deserted it for a time but they soon 
returned. Not only that, but they 
really spent much more time there, 
turning up at eight o'clock in the 
morning and not returning to their 
units until just in time for lunch. 
It was also discovered the surveillance 
of the chisels and knives and other 
equipment was not necessary. Re- 






sponding to an atmosphere of trust, 
the patients changed attitude. Inven. 
tories were made from time to time, 
but the worry about patients making 
harmful use of sharp instruments 
proved to be an unnecessary fear. 
Many patients had __ previously 
worked in the laundry. It was neces 
sary to hire employees to replace some 
of their number now. However, a 
large group continued to help out 
there, going to the building and re. 
turning without the escort which had 
formerly accompanied them. 


Committee Attitude Unpredictable 


What about escapees? This had 
never been a serious problem, about 
10 a year being the average, but dur- 
ing the past year only two left. There 
have never been complaints from the 
community on this score. 

Another question often asked is, 
“What does the community think 
about the open hospital?”’ There was 
no plan to tell the community about 
it in advance. In a way this was un- 
necessary because the community is 
so closely integrated in everything 
the hospital does. Staff and volunteers 
mingle with hospital and community 
groups; they know what is going on, 
and their next door neighbors learn 
from them. Only 12 employees out of 
800 live at the hospital, and a group 
of 40 volunteers comes from the city 
to help. Visitors coming to the hos- 
pital are allowed to go any place in 
the buildings or on the grounds. One 
might cite, too, the increase in the 
number of voluntary admissions as 
an indication of increased confidence. 
Always high, around 25 per cent, vol 
untary admissions now comprise 50 
per cent of patients entering the 
hospital. 

Some difficulties which were pre 
dicted in connection with such 4 
scheme have not arisen. There have 
been no instances of aggression and 
violence. No problems have arisen be 
cause patients became pregnant as 4 
result of unsupervised mixing of the 
sexes. Accidents on the wards have 
actually been reduced. One suicide 
did occur, but it has been impossible 
to completely prevent suicides on 
locked wards, two or three having 
been a year’s average. 

Harking back to his original pret 
ise, Dr. Snow did not attribute all 
hospital improvements to the opef 
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f trust, § door policy. Regular treatment re- 
_ Inven. § gimes continue as before, and these 
to time, § reflect changes which are occurring 
making § throughout mental hospitals. The 
ruments% open door has improved morale, has 
fear. lifted patients’ spirits, and above all 
eviously J has reduced tension. The pharmacy, 
'S N€ces F for instance, finds it is dispensing 
ce some § fewer sedative prescriptions as pa- 
ever, 4 F tients get more exercise, eat better, 
elp out 
and and sleep better. 
ich fa Do you need more personnel to 
run an open ward hospital? Yes, you 
do. Dr. Snow was unable to get more, 
lictable J put the need exists. Patients want 
his had § more attention as they become social- 
1, about § ized. They want somebody to talk to. 
but dur § They have more needs. They begin 
t. There § to take more interest in their appear- 
rom the § ance. Men go to the barber shop more 
_ | frequently. Women go the the beauty 
sked is, parlor. They want different clothes. 
y think} Recreational equipment is needed. 
rere Was f But though this means the per- 
ty about f sonnel work harder, and that it 
was ult } would be desirable to add more to 
unity Is | the staff, personnel are happier, too. 
erything } They are tired when they go home, 
»lunteers but they are not emotionally exhaust- 
nmunity 9 ed. They have been relieved of staff 
ong & itions in tense wards where pa- 
ors learn F tients get in each other’s way, become 
es out of | sensitive, become irritable because of 
a group | lack of privacy. The hospital is a 
the city } happier place for all. 
the hos- ; 
place in Where is the Open Door? 
nds. One } Among the queries Dr. Snow’s in- 
e in the | teresting discussion provoked were: 
sions a | Isn’t there still a fence around your 
nfidencé. | hospital and around the grounds of 
cent, vol- f these English hospitals we hear de- 
prise 50 Ff scribed so frequently? Isn’t there a 
ring the § foot of the supervisor against that 
open door? As to the latter, he dis- 
vere pre § Claimed such a possibility. If there 
such a } Were psychological barriers as strong 
ere have § % locks, the whole program would be 
sion and § just a subterfuge. As to area fences, 
risen be f the St. Lawrence Hospital does not 
ant as a § have one and neither is there a fence 
ig of the § a the typical open hospital in Eng- 
rds have § ‘and, at Croydon, for example. How- 
e suicide § ver, it was pointed out the symbolism 
npossible J of the locked door or the fence can 
cides on ome a preoccupation. Some hospi- 
e having § ‘ls are moving towards an open sys- 
tem but still have locked wards. There 
al prem te hospitals which have no grounds 
ibute all § 4 therefore no fences but there is 
the open § “" Open program, and the range of 








hours when a hospital is open runs 
from 8 to, in a few, 24. Some patients 
are allowed to go out only on hospital 
grounds, while some are given total 
access to the community around the 
hospital. 

Among the problems arising is con- 
sumption of alcohol by patients given 
such freedom. Several administrators 
reported that even alcoholics were 
placed on open wards without unfor- 
tunate results. As to suicides, Dr. Snow 
described an incident where a patient 
dissuaded another from taking his 


own life and went with him to the 
hospital psychiatrist for counsel. The 
suggestion was offered that a useful 
technique in running an open hos- 
pital is to act on an emergency basis. 
What this means is that the symptoms 
of acute crises in emotional disturb- 
ances are given the same sort of pri- 
ority which a physical crisis receives 
in a general hospital. Hence, just as 
a cardiac patient gets instant care, 
personnel are taught to treat mental 
symptoms of a serious nature as re- 
quiring all-out help immediately. 
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Mattresses! 


Now — get rid of your old-fashioned mattresses — bring 


your hospital up to date with the one and only Syko! 


You can't go wrong because all over America leading 


administrators* say Syko has revolutionized hospital care! 


These great mattresses are your best buy and here's why: 


Practically Indestructible — they pay for themselves! 
Self Protective — save cost of additional covering! 
Easily Washed — save hours of attendant’s time! 


*Testimonials on request 
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Andover 3-0600 for details today! 
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COMMUNITY UNDERSTANDING AND SUPPORT 


The Mental Hospital and % 
PUBLIC RELATIONS 


Relationships between the hospital and the public are continuous. 
To affect them favorably, honesty, kindliness and an under- 
standing. of the community’s anxieties are needed. 


Discussion Leader: Dr. CHARLES A. ROBERTS 


db DISCUSSIONS that raged in early 
Mental Hospital Institutes in the 
United States ten years ago about 
hospitals maintaining an open press 
policy found no echo in Canada’s 
first Institute. There was complete 
acceptance of the need for hospital 
public relations and public informa- 
tion programs. 

The mystery of how to establish 
working relationships with newspa- 
and other media had 
vanished. Far from wondering if es- 
tablishing a modus operandi with the 
press were possible, it was viewed by 
one administrator as “the easiest part 
of public relations.” “I think they are 
hungry for information as to what is 
being done,” he said. Robert L. Rob- 
\.P.A. Public Information Off- 
cer, cited the quality and quantity of 
press coverage, the increasing number 
of top-flight writers interested in the 
subject who cover assignments in this 
field, and the growing use of radio 


pers, radio, 


inson, 


and television programs as auspicious 
developments of the decade. 

Where should attention turn now? 
Clearly it cannot afford to turn away 
from any part of a total public rela- 
tions program. As someone expressed 
it, public relations goes on day and 
night, for better or for worse. It is 
always important to give it top direc- 
tion, have a sustained program, and 
make every effort to see that it is “for 
better.” 

Dr. Roberts said the ultimate aim 
of a mental! hospital’s public relations 
program should be twofold: To im- 
prove patients’ treatment—which in- 
cludes, of course, securing enough 
funds to make this possible—and to 
further the public’s understanding 
of the facts about mental illness. 

Che public relations man in indus- 
try, competing in an open field for 
attention, might well envy us our 
ready made audience, Dr. Roberts 
said dryly. He would start his pro- 
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gram right where we have been most 
neglectful—with patients and _ the 
people most concerned about them 
their families and friends. Men 

hospital patients in Canada number 
approximately 70,000 people. Thes 
patients have relatives and acquaint- 
ances. If you assume that on the 
average each patient claims the close 
interest of three people, you would 
add 210,000. Mentally ill people in 
general hospitals, now around 20,000 
new admissions yearly in Canada a 
a whole, comprise another group. 
Multiply that figure by the three 
friends and relatives of each, look at 
the total number, and you have 2 
sizable audience to begin with—over 
350,000 people. 

How can better relations with p@ 
tients be established? The most urgent 
need is to recognize their personal 
dignity and right to be treated & 
ordinary people. Overworked, with 
overcrowded hospitals, we are apt © 
antagonize them in the initial inter 
view when they are admitted. One 
doctor recounted the comment of am 
elderly man who had suffered through 
a long list of questions to be entered 
on many forms. It was late at nigh 
everyone was tired, and when the 
process was completed, the old gentle 
man observed: “What’s wrong wilh 
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this hospital is that you get into 
trouble by admitting patients. If it 
weren't for that, everything would 
be fine.” 

One doctor offered the generaliza- 
tion that your reputation in a given 
area sometimes depends on whether 
the quoted opinions of former pa- 
tients are those of people who got 
well in the hospital regime or those 
who left unimproved, who were dis- 
satisfied or returned home to an un- 
happy family. 

Dr. Roberts confessed annoyance 
at Pollyanna attitudes about patients, 
and felt that any constructive advances 
could only come by facing facts. In 
particular, he questioned propagating 
the attitude that patients in mental 
hospitals are just like ourselves. “Come 
and go through the wards if you be- 
lieve that,” he challenged. “I think 
we are wrong to tell the public that 
the patients are like all other people. 
What should be said is that they are 
sick, they are mentally ill. To say they 
are like other people contradicts the 
facts of medicine. Every condition is 
unique. A surgical patient is not like 
a medical patient. A mentally ill pa- 
tient is not like a surgical patient. 
We require facilities as good as those 
or medical and surgical patients—but 
let’s not say that we require the same 
facilities and program. I don’t believe 
I could convince the people who visit 
our hospital that our schizophrenic 
patients and those with ground privi- 
leges who are able to function in that 
environment are the same as people 
outside. I think they can appreciate 
that such patients are sick. I think 
they can appreciate that they can help 
them. To try to convince them these 
patients are no different from other 
people only contributes to misunder- 
standing.” 


Relatives Often Neglected 


A program to help patients reestab- 
lish themselves in community func- 
tions, which at the same time furthers 
hospital-community rapport, was de- 
stibed by Dr. Johnson. 

“An example of the things patients 
do,” he said, “is to help with the blood 
bank program. In one instance they 
needed women to serve tea to donors, 
nd patients volunteered to assist. 
Another time, volunteers were wanted 
to help build an arena. An attendant 
killed in the work to be done called 


for help, collected about a dozen pa- 
tients, and all fell to in the joint com- 
munity effort. A community fund 
raising drive needed assistants for 
canvassing; patient-volunteers partici- 
pated with good therapeutic results 
and, at the same time, furthered the 
development of community good 
will.” 

Relatives of patients are often over- 
wrought and anxious, and they are 
just as often neglected. More effort 
to dispel their misconceptions about 
the hospital would be very helpful. 
Without meaning to be harmful, they 
can prove as much of a liability as any 
single element in a hospital’s chain 
of contacts. As one doctor put it, “I 
have been surprised at a number of 
things I have heard from relatives. 
They are not people who want to 
malign the hospital. They want help. 
I think we have to provide it. The 
more help we give them, the better 
our public relations will be.” (Hospi- 
tal relationships with patients’ fam- 
ilies were also discussed in other 
sessions.) 


All too often the people both pa- 
tients and their families see most are 
not the doctors and their professional 
assistants—people on whom public re- 
lations training has tended to center 
—but the ward attendants and nurses. 
Of course there is no hospital em- 
ployee whose attitude and knowledge 
about the hospital’s function is not 
important. The receptionist, the gate 
keeper—whoever gives the first im- 
pression—makes an indelible mark on 
the visitor’s mind. Doctors told of 
visits to other hospitals when they 
were not expected where they had 
been accorded the treatment that pa- 
tients’ families would have experi- 
enced, and they confessed that it was 
often chilling. Pay dirt in a public 
relations program could be struck by 
bringing all hospital help into train- 
ing programs which emphasize its 
importance. 

Basically, a public relations pro- 
gram for employees must start with 
personnel policy itself. People should 
be satisfied with the work they are 
doing, should understand why they 
are doing it, and have objectives 
ahead of them which they can inter- 
pret to patients and relatives and 
friends. 


I suspect the average attendant in 
my hospital has contact in the course 





of the day with far more people in 
the community than I ever have,” 
Dr. Roberts said. “I think we must 
take advantage of this.” These staff 
people number in the thousands, it 
was noted, and the effect of their at- 
titude is multiplied accordingly. 


“A Good Story” Can Mislead Listeners 


One observation was that there is 
more acceptance of some hospitals as 
you progress geographically away from 
them. It was theorized that this might 
well be interpreted as due to unin- 
formed reports stemming from stories 
spread by personnel. The human in- 
clination to tell a good story results 
in staff members perpetrating some 
fairly fantastic tales to impress their 
home audience. Losing nothing in the 
telling, these pass from neighbor to 
neighbor. Dr. Moorhouse explained 
how such exaggerated reports are in- 
itiated. “As physicians in hospitals 
you know the things that impress you 
in a day’s work are not the common, 
ordinary, run-of-the-mill happenings; 
they are the unusual events, the new 
things that you perhaps have not run 
into before. Your ward staff is exactly 
the same as you are, and those are the 
things they talk about when they go 
home—not the things that happen all 
the time.” 

“Dealing with psychotic patients is 
a tension-producing situation,” Dr. 
Clancey replied. “Ward staff meetings 
for personnel can help deal with this 
problem. Personnel need to know the 
treatment goals for patients in their 
care, and administratively we must 
delegate enough authority for them 
to carry out their functions.” Illustrat- 
ing how staff morale was improved 
after the program had been function- 
ing, he reported what a nurse had told 
him about a change in attitude. “Five 
years ago when people asked me what 
my job was, I told them I worked for 
the Government of Saskatchewan. 
Now when I’m asked that question I 
say I am a psychiatric nurse at the 
Saskatchewan Hospital at Weyburn.” 

Granting Dr. Robert’s contention 
that patients are ill and that we should 
not try to gloss over this, the opinion 
was offered that a real public informa- 
tion job must be done in changing 
the stereotyped picture of the mental 
patient which is all too prevalent: 
violent, beyond hope, amenable only 
in a confined environment. 
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This exaggerated view is so familiar 
to psychiatrists that they have come to 
accept it with patience tinged with 
humor. Dr. Garber related an en- 
counter with a leading citizen at a 
Parent-Teachers Association meeting 
who said he had been terrified at the 
hospital as a youngster when he had 
been playing around the grounds with 
a friend. Going into a building to get 
a drink of water, they had been scared 
out of their wits by a patient who let 
out a hideous yell and chased them 
out of the building. He described the 
patient vividly, much to the delight 
of Dr. Garber, who instantly recog- 
nized this could only have been a 
staff physician still on the job there. 
This story illustrates how a stereo- 
type stunts the powers of observation 
and reasoning. 

A constructive in-service training 
program was described that met many 
of the needs pointed up by the dis- 
cussion. It had started when a small 
employee group met together to dis- 
cuss what they should know about 
mental illness. Mental health films 
were used for most programs. Interest 
grew, and it was necessary to hold 
meetings in the auditorium. Attend- 
ance was voluntary. Employees liked 
the plan, and asked that meetings be 
held at night so they could bring their 


The Mental Hospital and 
VOLUNTEER PROGRAMS 


A volunteer program will be successful and productive in proportion to 
the time and energy the superintendent and his senior staff 
are prepared to devote to its development. 


IFTY OUT OF A HUNDRED PATIENTS 
F:, a typical mental hospital have 
no families or have been forgotten by 
relatives and acquaintances, stated one 
superintendent. But not only this 
“forgotten fifty” can gain great ben- 
efit from the wide use of volunteers. 
Volunteers help hospital morale by 
lifting the general activities around 


families. Next, local P.T.A. and 
church groups asked to be included. 
After the supply of useful films was ex- 
hausted, this program ended. In-serv- 
ice training now consists of a con- 
tinuous job appraisal study, with res- 
idents and supervisors sitting in to 
discuss the administrative problems. 


Staff Meetings Improve Morale 


Another superintendent suggested 
a plan for carrying out a public in- 
formation program with employees 
other than those in the professional- 
medical group. Saying he had been 
impressed with how little people iden- 
tify with the hospital where they work, 
he concluded they were not given 
enough opportunity to ask questions. 
It is not unusual to find that though 
they have been working in a hospital 
for years their personal identification 
with it is zero. An antidote is a 
monthly staff meeting to which every- 
one not absolutely required on the job 
at that moment is invited. This means 
that maintenance staff, housekeeping 
staff, nurses, social workers, psychol- 
ogists, doctors and grounds mainte- 
nance people are expected to attend. 
Some function of the hospital is ex- 
plained, and there is an opportunity 
to ask questions. As an example of 
programs, here are two: At one, the 


Discussion Leader: Dr. A. M. GEE 


the place out of the doldrums and 
furthering contact with the commu- 
nity. 

An enthusiastic spokesman for vol- 
unteer services, Dr. Gee has evolved 
a program of cooperation with the 
Canadian Mental Health Association 
in British Columbia which is serving 
as a model for other places. C.M.H.A. 
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children’s division personnel discussed 
its work, told how children get into 
the hospital, how long they stay, the 
age range accepted, and the maine 
ments of its program. At another, 
superintendent explained the differ. 
ent mechanisms of admission, the rea. 
sons for legal procedures. These are 
topics most of us take for granted, but 
it was amazing to see the interest 
shown and hear the questions asked, 
“And,” the doctor concluded, “I am 
convinced these employees would have 
been there for years and not aired 
these questions without such meet- 
ings.” 

The stress on cultivating good re. 
lationships with employees, patients, 
and their families did not reflect a lack 
of appreciation of other elements ofa 
total public relations program. Other 
groups mentioned as having an im 
portant bearing on public attitudes 
were psychiatrists in private practice, 
medical societies, health officers, pub- 
lic health nurses, and legislators. Since 
relationships with these also had been 
discussed in other sessions, they were 
not dealt with extensively in this ses- 
sion. In addition to press and radio, 
the opportunities for real-life televi- 
sion presentations of mental hospi 
activities came in for considerable 
approbation. 


is responsible there for the entire 
administration of the volunteer pro 
gram, recruiting and training candi 
dates for service. Many other patterns 
of co-operation were described during 
the session, though the experimental 
nature of their formulation seemed 
their most characteristic feature. 
The bridge which volunteers pre 
vide between hospital and community 





is more important than what they do 
for the hospital, in Dr. Gee's estim® 
tion. Their effect on changing com 
munity attitudes should not be under 
estimated. As an illustration of this 








liscussed 
get into 
stay, the 
1ain ele 
ther, the 
e differ. 
the rea. 
hese are 
ited, but 
interest 
is asked, 
1, “IT am 
uld have 
ot aired 
h meet: 


200d re. 
patients, 
ct a lack 
ents of a 
1. Other 
- an im 
attitudes 
practice, 
ers, pub- 
rs. Since 
1ad been 
hey were 
this ses- 
id radio, 
fe televi- 
hospita 
siderable 


1e entire 
teer pro 
ig candi: 
; patterns 
-d during 
erimental 
1 seemed 
ure. 

eers pro 
mmunity 
t they do 
’s estima 
ing com 
be under- 
n of this 











How does the public measure healthfulness? 


When judging healthfulness or the sanitation of an area, the 
layman depends on his eyes and nose. Even if an area looks 
clean he will be suspicious if a noticeable “cover-up” odor 
is present. Strong chemicals used to smother institutional 
odors may only disturb a patient, annoy a visitor and prob- 
ably make the work of your staff more difficult. 


Modern cleaning and sanitation systems, such as those 
developed by Airkem, include a combination of interrelated 
products to comfort the patient, assure the visitor and make 
the cleaning task easier. Airkem “A-3,” for example, pene- 
trates and cleans out dirt where soap and scrubbing cannot. 
It effectively combats the dangers of cross infection, kills 
odors on the surfaces and in the air and leaves a clean, air- 
freshened effect. This unusual combination of properties 
results from a unique formulation. Airkem “A-3” combines 
a non-ionic, synthetic detergent, a quaternary ammonium 
sanitizer, an organic chelating agent and Airkem odor coun- 
teractants. 


Another feature of the 
Airkem system is ‘2 use of 
vaporized odor counter- 
actants for laboratory areas, 
autopsy rooms or other par- 
ticularly odorous locations. 
Vaporized through “Osme- 
fans” or electrical dispensers, 
Airkem adds a clean, fresh- 





ened effect to indoor air. Through their proper use, a hospital 
can control even a serious odor condition without resorting to 
heavy chemical smells or adding perfume overtones to the air. 


Airkem systems are instrumental in maintaining a health- 
ful, enjoyable environment in hospitals throughout the 
U.S.A. Perhaps your institution, too, can use this system of 
products to advantage. An 
Airkem representative is 
always available at your 
convenience to demon- 
strate how these unique 
products can assist you. 





Specialists in Odor Control 
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AIRKEM, INC., 241 East 44th Street, New York 17, N.Y. 


C— Please send me information on the Airkem system of 
products for hospital use 


(1 Please have an Airkem representative call 
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force, he pointed to the geographical 
assimilation of his own hospital by 
mushrooming housing developments 
pushing out from the city of Vancou- 
ver. What is amazing to him, having 
lived through the difficult period when 
mental hospitals were viewed with 
something less than affection by their 
neighbors, is that the new residential 
area around the hospital is “de luxe.” 
And, even more impressive evidence 
of the new regard for the institution, 
the location of a new mental hospital 
is a matter of keen competition be- 
tween communities which want it sit- 
uated in their area. 

“Ten years ago, or even five years 
ago, had we been going to build a 
new hospital, we would have had to 
conduct our surveys under cover of 
darkness,” he said. “We would have 
had to keep it very quiet, seize a 
piece of property, and then wage a 
running fight with the local residents 
in order to keep our foothold.” In 
contrast, he described how they are 
now besieged and importuned by lo- 
calities that want the allocation of the 
facility. 


Needs Unlike General Hospital Needs 


What are some of the things vol- 
unteers can do in mental hospitals? 
First of all, Dr. Gee maintains, you 
should recognize that they cannot do 
the same things volunteers would do 
in a general hospital. As he put it, 
volunteers in a mental hospital must 
give something of themselves, some- 
thing which cannot be paid for. In 
fact he laid this down as the first prin- 
ciple of their assignment: they should 
not be given work to do that should 
be done by the regular staff. 

Participants in the discussion de- 
scribed types of work being carried 
out by these auxiliary aides. 

Assisting the occupational therapist 
and carrying out assignments in rec- 
reational therapy are popular tasks. 
Since volunteers are not pressed with 
administrative responsibilities as is 
the regular staff, one suggestion was 
that they are more free to devote their 
time to the effort which is needed to 
reach the chronic, withdrawn patient. 

Music appreciation hours are con- 
ducted by some volunteers. People 
with musical talent have been popular 
members of recreation groups, playing 
the instrument of their specialty. 
Others have given a helping hand by 
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collecting music and musical equip- 
ment for use by patients. At one hos- 
pital a disc jockey program is being 
organized to fill requests for music 
piped over the hospital’s public ad- 
dress system. 

In some places the job of volunteers 
may be to provide bus rides or to take 
individual patients out for special 
events—to dinner, concerts, or movies. 
Some doctors felt there were legal 
skeins to unravel before this could be 
adopted in their hospitals because of 
the possibility of liability for acci- 
dents. Others were not concerned be- 
cause their hospitals are in areas 
where automobile insurance is com- 
pulsory. 

Events for special holidays have 
evoked some original planning on the 
part of volunteers. One of the most 
ingenious was a Christmas bazaar. 
Local merchants contributed merchan- 
dise, such as stockings and cosmetics, 
which was put on display. Patients 
were given play money equivalent to 
five dollars and allowed to select gifts 
totalling this amount from the coun- 
ters. The gifts were for patients to 
send to friends and relatives. At one 
side of the room a dispatching office 
provided wrapping and mailing equip- 
ment where packages were stamped 
and addressed. 

Distribution of gifts to patients— 
which has, of course, first required 
fund raising efforts on the part of 
groups—is carried out in some com- 
munities by service clubs such as the 
Kiwanis and Lions Clubs at Christmas 
time. 

It is easy to see what a lift is pro- 
vided for the morale of the large num- 
ber of people in mental hospitals iso- 
lated because they have no family or 
friends when volunteer workers visit 
them as “substitutes.”” One psychia- 
trist said that this is very helpful on 
the wards, and especially appreciated 
when patients are in the infirmary. 
Equally eager for companionship with 
someone from outside the hospital are 
those who may have families and 
friends but only at such a distance 
that it is not feasible for them to 
visit often. In some hospitals arrange- 
ments can be made for the hospital 
patient to have a volunteer visitor, 
who then writes a letter to friends or 
family telling them about the patient. 

Parties which can be organized on 
the wards with volunteer assistance 


are popular events with patients. One 
group conceived the idea of a monthly 
birthday party, the guests of honor 
being those with birthdays in that 
particular month. 

Teaching ability can be utilized to 
conduct ‘‘patient improvement” 
groups which can capitalize on an 
awakened interest in living. Among 
those which have been successful are 
classes in beauty culture, sewing, and 
cooking. As this interest swings to 
wearing better clothes, a great deal 
has been done by community helpers 
who have secured dresses and suits to 
supplement standard hospital cloth- 
ing. It should not be imagined that 
this clothing is unacceptable from any 
standpoint. It is all cleaned and in 
good repair, and the administrator de- 
scribed it as of a quality any staff 
member would be proud to wear. To 
patients satiated with the uniformity 
of hospital issue dresses and suits, and 
especially those long hospitalized and 
owning no new clothing, this acquisi- 
tion of personal effects has meant a 
great deal. Heightening the good feel- 
ing, a fashion show is held in one 
place at which patients model clothes 
which they are then allowed to keep. 

A recreational area equipped with 
a snack bar is being initiated by an- 
other group. Here patients will be 
able to take visitors for coffee and 
food in a pleasant atmosphere. It will 
also serve as rehabilitation for some 
patients who will be trained to assist 
in preparing the refreshments. Service 
groups in another locality have pro- 
vided library books, and volunteers 
operate book carts on the wards. 


Gift of Tongues Lifts Barriers 


The language barrier, which, added 
to the confusing sequence of hospital: 
ization for mental illness, is particu 
larly unfortunate both from the stand- 
point of the patient’s comfort and 
prognosis for cure, has been broken 
by a group of volunteers in Dr. Gee's 
hospital. A panel of people who cal 
speak practically every European lat 
guage has been set up, and these folks 
come out on request to visit with peo 
ple unable to speak English. This has 
been tremendously helpful in reestab 
lishing patients emotionally and get 
ting them back to a place in the com 
munity. 

A Mental Health Association in one 
town provides funds for use at the 
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commissary by patients with no finan- 
cial assets. These are given in the form 
of a commissary card which the pa- 
tient can cash as needs arise. 

In one instance, it was reported, the 
yolunteers even turned their attention 
to staff morale. They gave a party for 
the attendants! 

What of the morale of the volun- 
teers?) That is an important subject. 
The volunteer needs understanding 
and cooperation, should be welcomed 
warmly, made to feel appreciated, and 
given a meaningful pattern of work. 

This advice about the care and com- 
forting of volunteers might seem a 
little superficial. It is not. Hospital 
use of volunteers has been discour- 
aged, prevented, and almost sabotaged 
by the hostility they encounter from 
hospital staffs. The most important 
factor in setting up a program is for 
the hospital to really want this help 
enough for the volunteers’ assistance 
to be sought by the administration. 

If volunteers are to become the pub- 
lic relations ambassadors many depict 
them to be, they must be given in- 
doctrination about the nature of men- 
tal illness. Unless this is done, they 
will not understand when they are be- 
ing effective in working with patients. 
Many volunteers ask, “What can I 
do?” They say, “I’m here and I don’t 
seem to be doing anything. I sit down 
and talk to a patient and the patient 
doesn’t respond, doesn’t want to join 
activities, just sits there.” A psychia- 
irist said staff has to be on hand at 
first to encourage the new volunteers. 
\nd you have to give them an orien- 
lation program covering the broad 
outlines of the subject. “You will find 
them intelligent, sensitive, and objec- 
tive,” he said. “They want to under- 
stand these people they are dealing 
with.” Another recommendation was 
that the volunteer always have access 
‘0 someone who understands the dy- 
namics of the situation in which she 
is working 


Staff Relationships Crucial 
Who should be responsible in a 
hospital for direction? Some super- 


intendents see this as a job they should 
hot delegate, others run a program 





headed by a specialist who reports to 

em. In one place the clinical direc- 
or takes charge of volunteers. Work- 
ing relationships with superintendent, 
chiefs of staff, and particularly chiefs 


of occupational and recreational ther- 
apy, were considered crucial. 

One superintendent has put a psy- 
chiatric nurse in charge of the coor- 
dination of work, and volunteers are 
under this man’s guidance. His head- 
quarters provide a place for them to 
report for assignment, where they are 
welcome at any time and can bring the 
problems they encounter on the job. 
The program is developed by a Vol- 
unteer Policy Committee made up of 
representatives of the hospital staff 
and the volunteers. A second commit- 
tee, the Hospital Coordinating Com- 
mittee, works directly with the Super- 
intendent and meets to map out work 
when delegation of assignments to a 
new, untried area is under considera- 
tion. This paves the way for staff peo- 
ple, who might otherwise be resistant, 
to accept the volunteer. 

Some volunteer programs have 
grown out of the efforts of ladies’ aux- 
iliaries, wives of members of the med- 
ical and business staff of the hospital. 
Some felt this was not desirable be- 
cause the aim should be to bring in 
community groups and increase con- 
tacts there for patients. Others criti- 
cized too much emphasis on using only 
women for volunteers, saying that men 
have a great deal to offer. With a 
little imagination, many schemes can 
be worked out with which men will 
cooperate. 

One view was that the volunteer ef- 
fort should not be sponsored by any 
single group. The Mental Health 
Association may act as the coordinat- 
ing body, drawing in other service 
organizations and clubs. This method 
eliminates the possibility of rejecting 
the talents of someone who wants to 
help, at the same time it provides for 
a broad enough plan so that the 
hospital is not dependent on spora- 
dic efforts. Hospitals following such 
an arrangement can draw on groups 
who wage fund-raising campaigns, 
those with members able to give per- 
sonal time during the day, those par- 
ticipating in programs at night, and 
individuals with a range of talents. 

Speaking for the Canadian Mental 
Health Association, Dr. Griffin said 
the recent effort to make intelligent 
use of volunteer assistance has devel- 
oped into a vitally important program, 
and is now regarded as a core activity 
of the Association. But there are still 
some hospitals where superintendents 


and staff look askance at the idea. He 
questioned whether this might not be 
due to mistakes made years ago, and 
urged that the situation be reviewed 
now with an open mind. The British 
Columbia plan has been particularly 
successful. He emphasized that 
C.M.H.A. does not propose taking 
over-all responsibility for volunteers. 
It can provide helpful community 
leadership and enlist and coordinate 
the efforts of other community groups. 
He saw this as preventing the lay 
mental health movement from be- 
coming so divided and multi-faced 
that we lose the value of a unified 
citizens’ movement. 


Is Screening Necessary? 


Should there be some screening of 
volunteers? Should former patients 
and the families of patients now in 
the hospital be given assignments? 

The subject of some sort of screen- 
ing of volunteers was broached, but no 
one pursued the thorny subject far. 
Speaking “within the family,” doctors 
deplored the do-gooder who is at- 
tracted to the work only because she 
has some unrecognized, unresolved 
emotional conflict of her own. Others 
with a good deal of experience felt 
this characterization of the volunteer 
found few real life examples, and that 
the small number who appeared could 
easily be assigned to tasks where they 
would be very effective. The only rec- 
ommendation was that they not be 
given work with patients where their 
difficulties might strike a resonant note 
reinforcing the problems .of the pa- 
tient. 

As for former patients, many felt 
they should not be included in vol- 
unteer groups. The reason that rela- 
tives of patients in the hospital were 
viewed as unacceptable was the feeling 
they might tend to bring particular 
attention to the patient with whom 
they were primarily concerned. Sev- 
eral administrators, however, de- 
scribed highly successful plans for cap- 
tivating and utilizing the interests of 
these people. Their idea was to seize 
this opportunity to broaden knowl- 
edge about mental illness and channel 
their good will toward the hospital in 
ways that would improve the thera- 
peutic program for all patients, in- 
crease community knowledge about 
the hospital, and speed their relatives’ 
rehabilitation outside the hospital. 
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REHABILITATION: SHARING THE JOB 


WITH THE COMMUNITY 


Chairman: Dr. ROBERT R. PROSSER 


Rehabilitation Services 


in the Community 


Rehabilitation is an integral part of the treatment program. Psychiatrist, 
social worker and community agencies should be equally involved 
in the patient’s social and economic readjustment. 


Discussion Leader: Dr. J. STEWART TYHURST 


LINICAL FORMULATIONS about pa- 
_ posairn in mental hospitals are too 
apt to consist of statements listing and 
describing, seriatim ad nauseum, clin- 
ically descriptive terms which add up 
to the conclusion that the patient 
either is or is not a schizophrenic, or 
some other word that can be located 
by page number in the Diagnostic 
Manual. 

“After these lengthy discussions,” 
Dr. Tyhurst said, “everybody feels like 
a scientist and a doctor; the social 
aspects and the community simply 
never get mentioned. Probably at the 
end of the conference somebody turns 
to the social worker and says, ‘Of 
course you will see the relatives.’ ”’ 

The prescription for rehabilitation 
must Legin with the admission con- 
ference, he said. All members of the 
psychiatric team should be involved 
in its formulation and in carrying it 
out. Special emphasis was called for 
in the leadership role of the psychia- 
trist in bringing this orientation 
about. 


“Unless the psychiatrist involves 
himself in this prescription, knows 
something about the subject, and has 
community experience, it is going to 
remain purely academic,” Dr. Tyhurst 
continued. 

The prescription should include a 
statement by the doctor, which should 
be put into the progress notes, spelling 
out the most helpful continuing hu- 
man relationships for the patient fol- 
lowing discharge, and rehabilitation 
suggestions. Thus this is knit into the 
treatment plan of the team dealing 
with the acute episode. 

Neglecting to plan for rehabilita- 
tion at the outset of illness is one of 
the major reasons for later failure. 
This foresight should be practiced by 
everyone, whether personnel of the 
community clinic or mental hospital, 
the private physician, or the army psy- 
chiatrist preparing a psychiatric dis- 
charge. 

The emphasis on the patient’s re- 
turn to the community, the thought 
that this has to be considered when the 
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patient is in a mental hospital, isa 
new idea in discussions of clinical 
psychiatry. It represents an extension 
in our perspective of illness. We are 
beginning to realize that a psychiatric 
illness is not just what we see in a 
hospitalized patient, but that its nat 
ural history began long before the pa 
tient was hospitalized and is not nec 
essarily finished even when he is 
symptom-free and is discharged from 
the hospital. 


“As we understand mental illness 
better, and as we are better able to 
handle it, we shall in fact be able to 
dispense with hospitalization,” said 
Dr. Tyhurst. 

As we come to accept the circum 
stance of hospitalization as just one 
aspect of treatment, and possibly not 
an essential phase at that, there is al 
increasing preoccupation with those 
aspects of illness as displayed in the 
community. There is more concemm 
about how illness can be handled in 
this setting. 

“I think this is an extremely im 
portant extension of our perspective,” 
Dr. Tyhurst stated. “I don’t think 
although we talk about it, that it has 
extended far enough. I think many 
of the remarks we have heard hete 
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reveal a real lack of sensitivity for 
this extension. 

“I feel that many people who dis- 
uss the community don’t really know 

hat they are talking about. I am 
quite sure that in some hospitals there 
isactually no involvement of the com- 
munity in the treatment plan. Rarely 
does the community get discussed be- 
yond the term ‘they,’ or as some per- 
gn named in some kind of social 
agency ‘out there.’ ” 

He went on to say that this mis- 
conception about the community was 
illustrated in a personal conversation 
he had had with an administrator who 
conceived of it as the immediate 
physical surroundings of the hospital. 

“I am sure this is not what was in- 
tended,” he said. “But I am interested 
in the fact that this misconception 
arose.” ‘This illustrates the fallacy of 
using words when they do not repre- 
sent ideas which are understood and 
put into practice. The community we 
must think of is the community of the 
patient. In some cases this may be the 
immediate neighborhood, but in oth- 
ers it may be hundreds of miles away. 


Continuity Must be Achieved 


As we enlarge our perspective on 
rehabilitation, we become concerned 
with whether this includes only the 
medical aspects of follow-up and after 
care, or whether we are going to deal 
with social and economic reintegra- 
tion too. This involves a concern with 
the relationship between the social 
environment and the illness, and takes 
advantage of new knowledge with re- 
spect to mental illness. Psycho-social 
factors in illness are included both in 
tams of definition of symptomatology 
and in the discussion of etiology. If, 
in practice, rehabilitation were 
blended into prevention and _ treat- 
ment, the word would disappear. At 
present it is needed for emphasis. 
Once this emphasis succeeds in estab- 
lishing the idea, we can go back to 
our primary occupation: good clinical 
psychiatry. 

Unless the psychiatrist develops the 
competence to incorporate the plan 
for rehabilitation into the treatment 
program from the outset, it is useless 





'o expect the social worker to do this, 
Sif by magic, six months after the 
featment plan has been initiated. 
Thinking about rehabilitation in 
these terms demands one essential fac- 


tor in patient care: continuity. Dr. 
Tyhurst saw this as an ideal now re- 
alized only by the private patient able 
to pay for full psychiatric care. The 
usual picture is more like this: 

John Doe has an illness, has had it 
a long time. He may have been 
treated by various physicians for var- 
ious types of somatic complaints. He 
has probably been to see various kinds 
of helpers. Eventually he gets referred 
to a psychiatric facility and becomes 
a psychiatric case. 

If John Doe is sent to a hospital, 
he meets at least two new doctors, one 
a resident and the other probably a 
junior staff man working under super- 
vision. He is scheduled for treatment. 
He may see these people at frequent 
or infrequent intervals. 

Eventually it is decided John Doe 
is better and ready for discharge. 
Where he goes then is a matter of 
conjecture. He may simply go home 
and be asked to report back after a 
period of time or a letter may be 
written to someone (doctor, social 
agency, etc.). But the chances are he 
will either see no doctor at all or will 
see yet a third doctor. 

Obviously the whole treatment plan 
is discontinuous. There is no rela- 
tionship between the referral situa- 
tion, the inpatient treatment, and the 
post-discharge environment. 


Personal Element 
Difficult to Maintain 


How can continuity be achieved? 
There are real difficulties here. If the 
person’s community is 50 or 100 miles 
away, you cannot arrange for the same 
doctor to handle treatment before and 
after discharge. Some attempt at fol- 
low-up has been made through letters 
written to the local physician. This 
is helpful, of course, but people who 
have worked with patients following 
discharge are impressed by their need 
for human continuity, by the fact the 
continuity must be personal. This 
is believed to be one of the principal 
reasons for “shopping around” among 
agencies by former patients. It is an 
attempt to find someone to stay with 
them long enough to really formulate 
their problems and give them some 
help. 

Dr. Tyhurst asserted this personal 
element is vital, but confessed that 
he did not know how it could always 
be achieved. 

Certainly the coordination and in- 





tegration of resources are required. 
Frequently we find one person may be 
seen by two or three different social 
agencies at the same time, without one 
agency knowing the other is active in 
the case. And it is not always neces- 
sary to develop new resources; some 
already existing may be unused and 
overlooked. Coordinating community 
services does not mean employing a 
psychiatrist and putting the work on 
a “Let George do it” basis. One psy- 
chiatrist reported that when he first 
went into a new community everybody 
else stopped work. Schools and social 
agencies that had been trying to 
handle problems treated this as a sig- 
nal to relax, refer all problems to him, 
and quit trying. 


Favorable Social Climate Needed 


Some efforts have been made to 
bring about the transition from hos- 
pital to community by establishing 
homes where patients can live for a 
short time after leaving the hospital. 
Research is needed. A_ systematic 
field study of the success and failure 
of former patients in attaining com- 
munity integration would reveal, pre- 
sumably, how better plans to help all 
could be mapped. 

Finally, a favorable political and 
social climate is needed if the recom- 
mendations we accept are to be put 
into practice. In blunt terms this 
means unless the per diem is raised 
the money available is obviously in- 
adequate and the staff-patient ratio 
too low to give more than lip service 
to these ideas. 

Dr. Tyhurst did not suggest the 
professional psychiatrist should enter 
into a crusade. He saw this as more 
properly the sphere of voluntary lay 
organizations such as the Canadian 
Mental Health Association. 

Any campaign to raise the per diem 
always finds the voluntary organiza- 
tion in a difficult position, Dr. Grif- 
fin pointed out. On the one hand the 
voluntary organization is trying 
staunchly to stand behind the mental 
hospitals in their public relations pro- 
gram. This means stressing that the 
hospital provides treatment and that 
people do come out better. On the 
other, they must go to legislative and 
executive personnel and say the hos- 
pitals are not being supported as they 
should be; that they need doctors, 
nurses, auxiliary staff, and money. 
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Actually both points of view are right, 
but it is difficult to avoid a certain 
element of schizophrenia when both 
contentions are publicized. Best re- 
sults, of course, come from working 
closely and personally with both the 
hospital staff and government officials. 
But he asked for a certain amount of 
forbearance when suggestions for hos- 
pital improvements necessarily reveal 
that things are not perfect now. 


Premium on Dishonesty 


An Ontario doctor bewailed the di- 
vision of government agencies into 
health, welfare, and reform institu- 
tions, and the bewildering network 
of agencies—local, provincial, and 
federal—all involved in some way with 
patients. An unfortunate result of 
this proliferation of agencies is that 
in terms of the individual it puts a 
premium on dishonesty. 

For example, a former patient who 
is a husband may decide the only way 
for his family to survive economically 
is for him to desert them. This will 
enable his wife and children to get 
an allowance. 

Patients go from agency to agency 
trying to get vouchers for food. It is 
easy to criticize them, but they are 
trying to get the most money possible 
simply to eat. 

What hospital is above reproach in 
this matter of strict honesty? It is com- 
mon practice to certify patients to a 
Department of Welfare as “unemploy- 
able.” The fact is many patients are 
perfectly employable, but they need 
welfare during the period they are 
looking for a job. This is the only 
way for them to get it. 

Former patients looking for em- 
ployment find they will have a better 
chance of getting work if they fake 
their application form to make it look 
as if they had had steady employment. 

Placement officers are _ sensitive 
about hospital personnel developing 
relationships with employers, lest it 
look as though the employment agency 
were somehow lacking in knowledge 
it should possess. 

The net result of these and many 
similar instances is that the patient 
does not get the help really needed, 
and the hospital is blocked from pro- 
moting rehabilitation. 

A Social Service Exchange in a 
large metropolitan area was described 
as obviating organizational bedlam. 
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Another plan which has helped at 
one hospital is for a rehabilitation of- 
ficer in the community to work closely 
with the hospital. In this way he gets 
to know the psychiatric patient’s prob- 
lems, and has repeated informal con- 
tacts with the staff. When patients 
are ready to apply for jobs, he arranges 
for interviews with employers. His 
office is located in the community, 
rather than the hospital, and he can 
be consulted there when people are 
looking for work. 

Dr. Kenning reported good results 
with a plan worked out in Vancouver, 
where two homes were set up for for- 
mer patients to stay in for a short time 
while relocating in the community. 
This gives them access to a telephone 
while job hunting. One house has 
provision for seven women and the 
other about nine men. Some patients 
may be sent there simply to develop 
confidence in themselves outside the 
hospital setting, if they are long term 
patients. A male nurse and his wife 
are typical of the personnel found de- 
sirable for these transitional homes. 

Experience suggests that this set- 
ting is not a successful one for work- 
ing with alcoholics. But men to whom 
alcohol has been a problem, but only 
part of the illness, have been accepted 
and automatically put on Antabuse. 


Volunteer Can Arrange 
Continued Care 

The volunteer worker is a person to 
whom we may look to provide con- 
tinuity of care in the community if 
an organizational structure is set up 
to make this possible. If this is done 
by organizing a social club, a pleasant 
atmosphere is provided where some of 
the oft recommended personal ele- 
ments can be incorporated into the 
regime. It is possible, for example, to 
arrange for one person to serve as a 
point of contact with the former 
patient, helping him to relate, in turn, 
to technical, social, and welfare re- 
sources in the community. This is 
an alternative to the situations de- 
scribed where the former patient is 
pushed around from pillar to post or 
simply referred by letter. 

In regard to the crucial importance 
of first working with relatives to plan 
for rehabilitation, it was said that 
psychiatrists do not like to see rela- 
tives, that they run from them. The 
reason, it was adduced, is that they 
don’t know what to do with them! 


They don’t appreciate the importane 
of the questions relatives ask, nor dy 
they concern themselves with the 
cial environment to which their p, 
tient must return. The speaker cop 
cluded the doctor has abdicated to the 
social worker. He has come to feel 
that if he sees relatives he is com. 
peting with the social worker. The 
attitude that families are a nuisane 
and responsible for the patient’ 
troubles must be weeded out, one psy: 
chiatrist said, first in ourselves and 
then in the medical students we ar 
training. 


Total Picture Must be Faced 


A diametrically opposed point of 
view about social workers was e- 
pressed by a psychiatrist in a com. 
munity clinic who felt doctors, in gen- 


‘eral hospitals in particular, had not 


learned to make intelligent use of 
their skills. If the social worker's con- 
tacts with relatives and other social 
agencies is to be useful, the doctor 
and other staff people of the patient’ 
hospital must first provide the infor. 
mation which is pertinent. 


Discarding the velvet gloves and 


sentative from Ontario asserted the 
is no easy solution to resocialization 
but only “dirty problems.” These 
problems involve divorce, separation, 
and desertion; impoverishment and 
financial deprivation and taking chil- 
dren from parents. 


taking up the sledge hammer, a Ee I 


It is easy to become fixated, if you 
will, upon intra-psychic events. In 
that way we escape facing the picture 
of the patient in relation to his wile, 
children, parents, in-laws, friends, fel 
low workers, employer, debtors, and 
creditors. 

This total picture must be faced 
The problems of the patient cannot be 
solved by any one person alone, be he 
psychiatrist or social worker. 

It was recommended that the psy 
chiatrist should see that all of the de 
partments who should contribute 
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at ward conferences. This should no 
be done “just to keep them happy: 
It should be part of their job to cot, 
tribute both to therapy in the he 
pital and to planning to meet neeé 
after discharge. Discharge should 4 
“a process rather than a point.” 
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Rehabilitation Services 


Within the Hospital 


“Disculturation” or the loss of suitable responses to a “normal” environment 
is caused by long hospitalization. Personnel must stimulate appropriate 
social and intellectual responses, especially in long term patients. 


Discussion Leader: Dr. HUMPHRY OSMOND 


“fF\HERE ARE THOUSANDS of people 

Webo have lived ten to fifteen years 
or up to a quarter of a century or more 
in mental hospitals where the laws, 
customs, living conditions, architec- 
ture, and economy in no way resemble 
those of the world outside,” Dr. Os- 
mond said. He discussed the prob- 
lems of restoring mental patients to 
anormal life largely in terms of this 
bleak picture of the chronic patient, 
rather than of the acute, short-term 
patient with whom promise of success 
isso much greater. 

Rehabilitation implies disability, 
and we can hardly discuss it unless we 
recognize the disabilities from which 
our patients suffer. If we are muddled 
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if not actively harmful. 

We often talk as if our patients were 
in the hospital because they are psy- 
chotic. Now, brief reflection shows 
this can’t be so. A psychotic illness 
alone does not bring anyone to a men- 
tal hospital. Many people with psy- 
choses get along well enough in soci- 
ety. For the majority of those who 
come to a mental hospital, at least 
three steps are required: 

First, they have to develop an ill- 
ness, and this is usually a psychosis. 

Second, the patient’s community 
must have alienated him or her. That 
is, communication with family, 
friends, and neighbors must have 
broken down so generally that it can- 
hot be re-established at that time. 
However, there are always a number 
of more or less social isolates in society 
who are and remain alienated without 
anything more being done about it. 

Third, before anyone comes to a 


mental hospital, he must be expelled 
from society and routed there rather 
than some other place of detention. 
Mentally ill people have for some time 
been distinguished from criminals. 
That is, they are not considered to 
know right from wrong. They are 
classified as insane, unsound, bad, dan- 
gerous, immoral—but not responsible. 
Dr. Osmond said the word “immoral” 
was used in its exact sense. The men- 
tally ill person does not abide by the 
customs of society because he does not 
recognize them fully. In other words, 
people are committed to a mental hos- 
pital because they are desocialized. 


Repair and Resocialize 


On admission, then, our patients 
are disabled and desocialized. Our 
task is twofold. We must repair the 
disability so far as we can. Then we 
must re-socialize them so they can 
leave the hospital and function in 
their own or some other community. 

Dr. Osmond said he felt the stipula- 
tion “or some other” community is 
an important one. He referred to the 
studies of children made by Dr. Bet- 
telheim as giving a valuable clue to 
this. It is essential to have in one’s 
mind not the concept of return to a 
particular community, but return to 
a community in which the patient can 
function. We are sometimes bound 
rather rigidly by the belief that the 
patient must go home at all costs. 
Considering Dr. Bettelheim’s work, we 
see that this need not be so. 

In mental hospitals we receive pa- 
tients with two sorts of desocializa- 
tion, which are frequently confused. 
The first, primary desocialization, 
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gives the mental hospital the task of 
discovering what social skills or ca- 
pacities have been lost by the sick 
patient. Dr. Osmond feels the mental 
hospital approaches this intuitively, 
without precise knowledge about what 
should be done. He asked that psy- 
chiatrists call for help from scientific 
colleagues in other fields to get facts 
about this. 

Unless we know what social skills 
have been lost, the patient cannot be 
assisted to reacquire them. In fact, 
we may actually speed him in the 
wrong direction. The hospital itself or 
the admitting process may deprive 
him still further of some of them. 

Then we want to discourage the pa- 
tient from acquiring irrelevant social 
skills in the hospital. 

Finally, we have to discover whether 
those who have never acquired certain 
skills may be able to learn them while 
hospitalized. 

Harking back to the period in 
American psychiatry between 1840 
and 1880, often called the period of 
moral treatment of the insane, he said 
that during this time the public was 
becoming acclimatized to the idea the 
mentally ill could get well and return 
to society. Public attitudes reflect pro- 
fessional attitudes to a high degree. It 
is we who insisted these illnesses were 
incurable. The public simply took the 
hint and stopped wasting money in a 
hopeless cause. 

Turning to the subject of secondary 
desocialization, Dr. Osmond divided 
it into two forms: degradation and de- 
culturation (or disculturation). Ac- 
cepting the categorization of degrada- 
tion as vice, ignorance, disease, vio- 
lence, and property risk, it is plainly 
seen that it provokes harm and poses 
difficulty for rehabilitation. But at 
least it is obvious, and unperceptive 
people can recognize that there is 
something wrong with a mental hos- 
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pital where nude patients lie on the 
floor shrieking in their own excre- 
ment. 

Disculturation is a much tougher 
problem, much more subtle, less easily 
recognized, and therefore more dan- 
gerous. Disculturation occurs when a 
person learns values and attitudes 
which unsuit him for the culture from 
which he came or to which he is going. 
Our mental hospitals are presently 
crammed with those suffering from 
secondary desocialization. The envel- 
oping smog of this interferes with all 
plans for improvement. What can be 
done about it? The long confinement 
of a large group of patients makes 
this problem a difficult one. 

In the case of the long-term pa- 
tients, we know little about the social 
skills they have lost. We do not know 
much about the skills they have ac- 
quired. The desocializing mental hos- 
pital is a self-perpetuating evil, a self- 
fulfilling prophesy. We feed ourselves 
on half-truths: “Our patients could 
not live outside the mental hospital, 
they’ve lived here too long.” This 
philosophy keeps the hospitals filled. 
Of course they need sustained and 
skillful help to get out and remain 
out. We are obliged to see that gov- 
ernments design, build, and staff hos- 
pitals which will not disculture pa- 
tients and make this very laborious 
sort of rehabilitation necessary. 


Patients Can be Rehabilitated 


Dr. Osmond concluded that there is 
ample evidence from Gheel, from Am- 
sterdam, from Britain, from their ex- 
perience in Saskatchewan, that large 
numbers of patients can be rehabil- 
itated in the community. He said 
that in the last three years about 250 
Weyburn patients returned to society 
over and above the number who came 
in “in spite of small resources, insuffi- 
cient knowledge, inadequate theory, 
huge distances, lack of public educa- 
tion, and little follow-up.” This was 
done under less than ideal conditions, 
without the staff assistance one might 
recommend, because of the feeling 
that a whole generation of discultured 
people would accumulate unless this 
step was taken now. 

He cailed for a program providing 
an adequate staff, based on the find- 
ings of research, which could return 
thousands of long-term patients to so- 
ciety in the next few years. 
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A re-examination of programs to 
make sure rehabilitation is really con- 
cerned with therapeutic gains was rec- 
ommended by Dr. Metcalfe. Are we 
using recreation merely to amuse peo- 
ple, to take up their time, or as part 
of the process of resocialization? Is 
occupational therapy useful to the pa- 
tient or useful to the hospital because 
it gets a certain job done? 

We find people are given jobs be- 
cause they are “good workers” or 
patients are sent to occupational ther- 
apy workshop with the rationalization 
they will get a sense of achievement 
and accomplishment, will be stimu- 
lated, and so on. We say patients 
must be sent to the O.T. workshop 
with a prescription from the physician. 
How many physicians actually do 
write this prescription for the occupa- 
tional therapy workshop? How many 
occupational therapists actually de- 
mand a prescription when the patient 
goes there? 

“I think we lose a lot of the re- 
socializing and rehabilitating effect of 
our occupational therapy when we 
merely send the patient there, prob- 
ably to get rid of him, or just to give 
him something to do,” Dr. Metcalfe 
said. 

He related the story of a patient 
who had been in the hospital for 
about thirty years, out of contact with 
reality, doing little that was useful. 
One day it was noticed he was adept 
in making things with his hands. He 
was assigned to the woodworking shop, 
and it was discovered he was a skilled 
cabinet maker. 

They said to the man, “Why didn’t 
you tell us you were a cabinet maker?” 

And he said, “You never asked me.” 

This man had been in the hospital 
for thirty-odd years. Imagine the sig- 
nificance and implications of that re- 
mark. ‘For thirty years I have been 
waiting for this, and you never asked 
me.” 

Patients newly admitted to a hos- 
pital are not very difficult rehabil- 
itation problems compared with the 
chronic patients. For one thing, most 
of them have families interested in 
them and prepared to help. The 
chronic patients are the persons on 
whom efforts must be expended, Dr. 
Senn said. 

Recalling Dr. Osmond’s reference to 
degradation, he leveled the charge that 
hospitals, themselves, are responsible, 


to the patient is that he is not ina 





that it may start when the patien 
enters the hospital door. He picture 
the new patient, probably a neg 
woman with a coiffure arranged in 
beauty parlor. She is required to 

a bath, probably her hairdo is ruined, 
she is thrust into a dormitory with 
manics and seniles. There is nothing 
therapeutic about the experience, 
Hospital clothes are another element 
of the institutional life which may be 
depressing to morale. One of the most 
desocializing aspects of the ward ex. 
istence is total inaction. 

Dr. Senn did not see the transfer 
of patients to boarding houses as pro- 
viding a way of life which could be 
called rehabilitation when these peo- 
ple are unable to work. They are 
little more than “houses of refuge,” 
“About the only benefit that accrues 


mental hospital any more,” he said. 
“Just how much benefit that is | 
sometimes wonder. I think these pa 
tients might be happier in a mental 
hospital than in the so-called board- 
ing homes. As a matter of fact it is 
not an uncommon thing for these 
people to return to the mental hospi- 
tal. So I don’t know whether we 


should consider that a “these elder 


practice. I don’t think these elderly 
people get the care they merit. | 
think we are just sticking our heads 
in the sand and saying we are getting 
patients out of the hospital, without 
doing any appreciable good to the 
patient.” 

He prophesied the same might 
prove true of the open ward. The pa- 
tient may feel better because there is 
less restriction, but he is still, after all, 
in the hospital. 


Relationship with Environment 
Essential 

Recent experiments in sensory iso 
lation, in which psychosis is produced 
in normal individuals, offer clues 
which Dr. Martin feels should be 
pursued. The discovery that the hu 
man organism can continue to func 
tion in an organized way only if in 
constant interrelationship with its en- 
vironment leads to speculation that 
the experimental situation is similar 
to the isolation of chronic patients. 





Dr. Dunsworth said experiments if 
the deprivation of sensory impressions 
have been reported in René Spitz: 
work with children. Studying the i 
stitutionalization of children, Spit 
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implied if it went on more than six 
months the prognosis is poor no 
matter what is done in the rest of 


quite concerned because four of our 
nurses had nervous breakdowns and 
a number of others were showing 


into mental hospital terms. Environ- 
ment can be classified in three areas: 
physical, interpersonal, and cultural. 
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alll m4 life. Perhaps the vital thing is that marked signs of strain. Visualizing the patient’s environment 
. to a the patient should not be removed Deal; ‘ch Staff R ° in these terms, one can see how the 
le ruil from the usual environment that is ——g we ta cactions maintenance of a hospital must be 
wr: : so important to human beings. It is Patients come in because they have considered along with the cultural 
tall recognized now that when children been isolated by the community, and interpersonal aspects. 
fee meh are hospitalized, visits by the family largely because of their behavior. Be- Dr. Blain suggested we see that all 
pri ae important, the frequency being set by anxiety and guilt, they make personnel are utilized in a way that 
b= m1 more important than the length. other people uncomfortable. The staff will accomplish the aims we agree are 
‘tell The problem of isolation, and a_ was responding to their behavior in important. Too many attendants act 
. th real-life example of what happens much the same way. To counteract as guards rather than psychiatric aides, 
Ne . . . . ; " r bs 
1 when this bear is grasped by the tail, this, ward staff meetings were held. he said. There are 30, 40, or 50 at- 
- transfert Wet discussed with some feeling by These meetings allow nurses to talk tendants to every psychiatrist, so it 
- . mer Dr. Clancey. It had seemed to him about their feelings for patients—dis- behooves us to find ways to utilize 
conilte that the logical people to deal with gust, guilt, anxiety—without inhibi- them to stimulate the intellectual and 
wee: isolation were the nurses. They spent tions. The nurses are given informa- social responses of the patient we be- 
The Pe | nost of their days either sitting in the _ tion about patients and further knowl- lieve are so important to rehabili- 
oll a} office or at the door of the day room, edge about mental illness, particularly _ tation. 
Ka ve" | in complete social separation from in terms of developmental theory. Dr. Metcalfe said a movie on “Re- 
not Hh their patients. To tackle the problem, This meeting-plan had a marked effect motivation” shown at the Institute 
he ey patients were organized in groups of on allaying nurses’ fears. Dr. Clancey represented a new approach to group 
hat nn eight with a nurse in charge. She was_ said it evoked considerable improve- work developed at the Philadelphia 
th * "| told her job was to get to know the ment “in both the patients and the State Hospital which was extremely 
‘i pe | patients, to talk to them, and carry nursing staff.” stimulating and could be carried out 
d board.) %U" certain activities. He also mentioned a useful concept by aides. He felt it could be used to 
pa se i “After a few months,” he said, “my about environment learned from a_ great advantage, particularly with 
‘or dies Superintendent of Nursing became _ sociologist which can be translated chronic patients. 
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THE HOSPITAL AS 
A TEACHING & RESEARCH CENTER 


Chairman: Dr. ALDWYN B. STOKES 


Research Potential of Mental Hospitals 


There is concern about the negligible amount of research in mental 
hospitals. Funds are not lacking. Hospital staff must be 
encouraged to develop curiosity leading to the 
formulation of good investigative proposals. 


Discussion Leader: Dr. ROBERT A. CLEGHORN 


ESS THAN FOUR PER CENT of the four 
L smillion dollars the Federal Health 
Department put into research in the 
last ten years was assigned to Canadi- 
an mental hospitals. This was not be- 
cause of policy, but because mental 
hospitals did not come up with more 
proposals for research grants. 

Canadian research in mental] illness, 
outside mental hospitals, is well 
known. The problem, then, is infusion 
of research into mental hospital pro- 
grams. Dr. Blain pointed to the rec- 
ognition of Canadian research know- 
how demonstrated by the recent ap- 
pointment of Dr. Cleghorn to a study 
group of the United States’ National 
Institute of Mental Health. 

In his introductory remarks, Dr. 
Cleghorn said that in our lifetime 
research has changed from the ivory 
tower concept of the man in the 
laboratory in splendid isolation, with 
little responsibility to anyone outside 
and little pressure to publish or re- 
port to sponsors. He added that he 





sometimes regards this picture of the 
past with nostalgia when he is har- 
assed by the innumerable reports 
various agencies demand each year! 

Two things have combined to take 
research out of the ivory tower. One 
is the general public’s realization that 
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the results of research can be applied 
to benefit man. The second is the un- 
happy and widespread recognition of 
the potential destructiveness of th 
products of research. Today research 
has become a recognized part of our 
culture. 

Research in mental hospitals might 
be categorized as pure research, atti- 
tude research, clinical research, and 
research in therapies. The latter has 
progressed, historically, through fever 
therapy, shock therapy, chemother- 
apy, and, more recently has focused 
on the tranquilizers or ataractic. 
Finally, there is either clinical or lab 
oratory research done in terms of bie 
chemical, physiochemical, or neuro 
physiological mechanisms. 

We see, then, that there are cil 
tural attitudes and measures present 
today which make research in mental 
hospitals not only acceptable but 
urgent. The potentialities for im 
provement in therapies are great. 
There is a rich source of material 
available for study. Research in met 
tal hospitals can lead to improvement 
in the attitude of staff and community. 





Having people busy in research is 
a morale builder, because research 1 
stills an essential attitude of hopeful 
ness. Very frequently it is the hope 
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fulness of the carrot in front of the tion. We have to tolerate a certain if time were given to well-defined 
donkey’s nose, Dr. Cleghorn admitted, number of unusual people in our hos-. research we would find ways to make 
but still it is hopefulness, and a hope-_ pitals, because we cannot expect to the treatment of greater value. One 
fulness that is self-perpetuating. always get research men who are con- way to gain time would be to make 

The question is raised, who is to formists. A cynical observation was sure our highly trained doctors are 
do research? Clinical investigators that the research worker is thought using their skills and not doing the 
may do research: so may _ people of as either a damned nuisance or as___work of a secretary or a technician. 
trained in the basic sciences. But just a knight in shining armour. At Westminster Hospital, London, 
because a man is a trained technician Defense of the hospital administra- Ontario, an installation for veterans, 
does not mean he is wise in the  tor’s lack of support for research came a clinical investigation unit has been 
peculiar ways of research. The basic from Dr. Wickware, who said: “I don’t set up. It is staffed with a research 
scientists have a great advantage over think there is any scarcity of ideas or director and technicians, so that cli- 
dinicians in doing research, because interest or enthusiasm, but in our _nicians are relieved of as much work 
their techniques are laid down. It is large mental hospitals there is a scar- as possible. Other disciplines may be 
much more difficult to develop a line city of time. With the clinical load brought into the studies, too. Of 
of research in psychiatry at the clini- psychiatrists have to carry, there is course this arrangement does not 
cal level. But we have an urgent need little time left to sit down to think. mean that no attention at all is re- 
to do this. The material for research In fact there is danger that the physi- quired from clinicians, and in a busy 
lies in patients in mental hospitals, cian who sits and thinks will be called hospital any additional demands are 
for these are the people to whom lazy. Until we can decrease the case apt to be annoying. But clinicians and 
the benefits will accrue. load and increase the numbers of specialists from other disciplines be- 

The psychiatrist may accept this staff, some of our research will lag. come interested in research, and learn 
lat statement, but one of them I am sure a good many of us have how it should be organized and carried 
viewed it as apt to cause public mis- some bit of research on our desks that out. 


understanding. Relatives of patients is half finished, and the thing prevent- While the mental hospital does 
may leap to the unfortunate conclu- ing completion is lack of time.” admit to many disadvantages in this 
sion the hospital staff is “experiment- The excuse that we are too busy area, Dr. Boyd saw it as having sev- 


ing” on patients who are, in a sense, treating patients to do research is eral definite advantages, particularly 
e applied} 2 captive group. Does not the word _self-defeating, it was stated. Perhaps over the small university hospital. Un- 
is the un-] “research” perhaps suggest to some raha 
nition of such experimentation? A better term, 
ss of tha it was suggested, is “clinical investi- 

; research] gation.” 

rt of our “Research” is often used in a de- 
rogatory sense, a doctor agreed. He 
‘als might} accused of neglecting clinical re- 
arch, atti) Sponsibility in a general hospital be- 
arch, and} ‘use he wanted to do research. This 
latter has} @ttitude is one that stands in the way, 
ugh fever] the end, of greatly improved serv- 
hemother-| “& for patients, It certainly lends 
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of the patient. One caution was a es daeliesjoangs 

| sounded against this concept, lest it J ae anbedeenmen 
2s present lead to compartmentalization, rather — en te te 
nm mente than integration, of clinical and re- I that domoge so easily. Separate lava- 
able but search activities. 4 ; tories and water closets, or the two-in- 


one fixture. A real money and space saver! 


for im | Some of the attitudes toward re- 
wre great. ‘arch stem from the concept of the 
+ material research worker as a queer duck. 
h in men} [here was an undercurrent of sup- 
>rovement} Port for the thought that he almost 
ymmunity.| "eded to be. Dr. Chalke pointed out 
that administrators are apt to consider 
research people difficult to deal with. 
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fortunate though it may be, patients 
are hospitalized there for a long pe- 
riod of time, so it is possible to under- 
take longitudinal studies. There are 
large numbers of patients, which has 
advantages in a study. It is an aus- 
picious place to look for the answers 
about the natural course of mental 
illnesses. It provides a setting for the 
study of what is likely to happen to 
an individual patient, and until we 
know more about that we are not in 
a position to say what the effect of 
various treatments will be. 

Psychiatric research has found rel- 
atively poor acceptance because we 
have not learned to ask the proper 
questions, to formulate the hypotheses, 
several said. The profession was ac- 
cused, for example, of rushing to the 
laboratory for some relatively minute 
investigation along biochemical lines 
without having gone through the pre- 
liminary stages required. The library 
may be as appropriate as the labora- 
tory as a place to conduct research. 

Association with the University of 
Toronto in conducting research 
prompted Dr. Dewan to suggest that 
other mental hospitals seek such a 
cooperative arrangement. “One no 
longer works alone, but works with 
trained researchers who are able to 
offer valuable suggestions,” he said. 
This also gives access to the skills of 
people in university departments, 
such as statisticians, which would not 
necessarily be available in a mental 
hospital. 

The range of research needed in 
mental hospitals, and the range of 
skills needed to do it, are, it was 
agreed, awesome. And, beyond the 
hospital itself, related studies are 
needed of families and of the com- 
munities. As it is, the patient is seen, 
one might say, in cross-section. Studies 
are needed throughout the course of 
his illness particularly when he goes 
home. Research in the Scandinavian 
countries along this line was men- 
tioned. 

Dr. Cleghorn mentioned that these 
studies had been made in extremely 
stable communities, something diffi- 
cult to duplicate in most Canadian 
areas where there is a mobile and 
rapidly changing population. He sug- 
gested the Maritime Provinces and 
Newfoundland might offer such a 
setting. He also called attention to 
the research possibilities which will 


accumulate from new facts now being 
collected for the first time by the Do- 
minion Bureau of Statistics: an age- 
sex census of the population in mental 
hospitals. 

The dictionary definition of re- 
search is “an investigation directed 
to a discovery of some new facts,” Dr. 
Bonkalo said. But he saw it also as 
a course of critical inquiry, an atti- 
tude we occasionally see discouraged. 
Dr. Alan Gregg’s suggestion of three 
grades of research was recalled: One, 
a study, a view of, a question of what 
one is doing; next, a survey, a some- 
what larger view in which one goes 
over material and theories; lastly, re- 
search, in which one sets up a hy- 
pothesis and sets out to prove it. He 
suggested if more people were en- 
couraged along the lines of the first 
two grades of Dr. Gregg’s concept, 
they might arrive at the third with 
less hesitancy, eventually becoming 
full-fledged researchers. 


“Design” Should Not Cramp Ideas 


Research design is certainly of con- 
cern to mental hospital personnel. 
One way to learn methods of research 
design might be to add psychologists 
and sociologists with background in 
this subject to the staffs of mental 
hospitals. Dr. Cleghorn agreed that 
design is important, but his advice was 
“Don’t let it hog-tie you.” He viewed 
“the idea” as the important considera- 
tion. While commending the help 
psychologists and sociologists can give, 
he cautioned psychiatrists not to be 
intimidated by chi squares and P 
values! 

A hospital man felt people in the 
field need some degree of leadership. 
He wanted the larger academic and 
research community to give the mental 
hespital more guidance, direction, 
consultation, and encouragement. 

One idea for staff training in re- 
search would be for all mental hos- 
pitals and psychiatric institutions to 
require every man in training to have 
a specific area of study. He would 
simply pursue some special interest 
for 6 or 12 months and write a paper 
on it—not necessarily for publication, 
but as an intellectual exercise. It 
would be discussed at a staff confer- 
ence. This experience would serve as 
a useful prelude to clinical and lab- 
oratory investigation. 

Developing curiosity in students 


emerging from medical schools rather 
than perpetually requiring them to 
apply other people’s knowledge was 
recommended. Summer jobs for med- 
ical students can be directed to en- 
courage their interest in research. 

One mental hospital has set up a 
research board. This consists of two 
clinical directors, the chief psycholo- 
gist, the pharmacist who is director of 
the laboratory, and the superintend- 
ent. Physicians wishing to pursue a 
topic of investigation submit the 
project to this board, which considers 
the desirability of having the research 
undertaken. If it is accepted, the 
originator becomes the project direc- 
tor and joins the board for future 
discussions of the work. This proce- 
dure keeps enthusiasm at a high pitch. 

While the amount of money spent 
for research in mental hospitals is 
criticized, this amount does not stem 
from the policy of the Federal Gov- 
ernment but lack of approved appli- 
cations. There is concern in govern- 
ment quarters about the negligible 
amount of research in mental hos- 
pitals. Aside from government re- 
search funds, little money is available 
in this field in Canada, few Founda- 
tions making grants in mental health. 
However, Dr. Blain saw no reason 
to believe Foundations in the States 
spending money for this research 
would stop at the border. If the re- 
quest were a good one, it would be 
recognized, he thought. “I think the 
real trouble is we do not have enough 
people going into research,” he said. 

One hazard in government grants 
was described as the three-year limit 
on the time any topic can be pursued. 
Some studies cannot be completed 
in this time. 


Scientific papers on research were 
mauled gently by several participants 
in the meeting, spurred by the 250- 
year-old quotation: “The evil specter 
of disease as it stalks through the 
land is only exceeded by the curse 
of those who scribble about it.” 

Dr. Dewan reported that the Cana 
dian Journal of Psychiatry is now 18 
months behind in publication of 
papers received, and the American 
Journal of Psychiatry is in about the 
same position. Dr. Chalke suggested 
publication of brief summaries of re 
search papers. People could then get 
from the author supporting data too 
bulky to publish. 
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Teaching Potential of Mental Hospitals 


Teaching is properly the responsibility of the mental hospital. 
Only by whole-hearted acceptance of this responsibility 
can the hospital administration ensure the mutual 
benefits of hospital-university relationships. 


_ MENTAL HOSPITAL’s role in 
medical education of physicians 
rather than of other specialists was 
the core of this discussion, with em- 
phasis placed on undergraduate train- 
ing and consideration of teaching 
responsibilities. 

The controversial subject of gradu- 
ate education, surprisingly, was left 
largely alone. Possibly this was from 
a feeling it was too big a subject to 
take up in the short time available. 
Passing references indicated the omis- 
sion was not from lack of interest. A 
conference on psychiatric education 
held last year at Edmonton resulted 
in a report which will be issued soon. 
There were illusions to the many, 
prolonged ‘smoke filled room” dis- 
cussions since stimulated among psy- 
chiatrists by this topic, and a tacit 
agreement to keep the air here clear 
of this subject. 

Dr. Hobbs said, however, that every 
psychiatrist should have a period of 
post-graduate training in a mental 
hospital, and declared argument is 
stimulated only by the questions of 
how much and under what super- 
vision. He devoted his introductory 
remarks chiefly to undergraduate 
medical education and the _philo- 
sphical considerations in teaching. 

The mental hospital by history and 
tradition has been the center of under- 
graduate education in psychiatry. 
That is where it started. In most uni- 
versities, it originally consisted of a 
few hours spent by students at group 
dinical demonstrations in mental 


—————— 
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hospitals. The students learned a few 
names, and that was about it. Dr. 
Hobbs doubted the students learned 
much more, and suggested that the 
procedure may have had the harmful 
result of distorting their ideas about 
mental illness. 

Over the years it has become in- 
creasingly obvious there is much in 





psychiatry of vital interest to the 
practicing physician outside a psychi- 
atric facility. The procedure in most 
areas now is to try to combine the 
teaching of the general hospital out- 
patient type of psychiatry and at the 
same time indicate what can be done 
in a mental hospital. 

In the mental hospital teaching 
situation one might ask, ‘““What does 
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the student get out of it?” In the 
Toronto area there are three mental 
hospitals with a combined population 
of 5,000 patients within a short dis- 
tance from medical schools. Under- 
graduates are sent to teaching clinics 
at any of the three. They gain an idea 
of the conditions which lead to hos- 
pitalization. The student can also 
get some valuable first-hand expe- 
rience in interviewing the patient and 
handling the complete case. 


What is so unique about this? Act- 
ually it is not so easy for the student 
to get interviewing experience in the 
general hospital psychiatric wards. Of 
course substitutes have been devised 
for experience—use of the one-way 
screen, the tape recorder, and so on— 
but anyone will agree these are poor 
replacements for actual practice. 


Mental Hospital is 
Logical Training Area 


Then, too, by making rounds with 
physicians at a mental hospital the 
student can gain a better idea of the 
various therapies used in this setting. 
He can learn more about the tech- 
niques involved. This does not mean 
teaching details to impress him, but 
simply allowing him to familiarize 
himself with what goes on. 

The student can learn the indica- 
tions, the complications of mental dis- 
ease. He can learn what he can do 
for the patient. He can learn the broad 
outlines of the legal aspects of mental 
illness, such as certification proce- 
dures. It is the logical place to teach 
doctors who do not go on to specialize 
in psychiatry what they can do for 
patients in the community either be- 
fore or after hospitalization. 


Dr. Hobbs also pointed to “fringe 
benefits” in this training, since it 
offers a good opportunity to touch on 
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the subjects of internal medicine and 
neurology. His plea for the latter was 
based partly on the growing scarcity 
of teaching material in general hos- 
pitals, as more and more people are 
covered by hospitalization insurance 
and the public patient of former days 
is becoming a vanishing entity. The 
suggestion has been put forward that 
mental hospital patients may repre- 
sent the only ready supply of clinical 
teaching subjects in the _ future. 
Others, in the course of discussion, 
took issue with the view that either 
internal medicine or neurology should 
be included in the medical student’s 
indoctrination at the mental hospital. 

What does the hospital gain from 
the students? This is its golden op- 
portunity to reach the general prac- 
titioner and other specialists of the 
future and give them a realistic idea 
of what goes on in a mental hospital. 
This is the chance to really build up 
a group of professional people who 
know what hospital psychiatrists are 
doing, who can interpret it to the 
community. It is a chance to give the 
student an idea of the prognosis of 
mental patients. An over-optimistic 
picture should not be presented, “be- 
cause the student can see through that 
in no time.” If prognosis in mental 
disease seems pessimistic, ask him to 
compare it with the prognosis of a 
coronary or chronic liver disease. 

“To me, one good hour spent with 
medical students is worth hundreds 
of hours spent going around the 
country talking to people about men- 
tal hospitals,” Dr. Hobbs said. 


Needs of a Teaching Program 

What requirements are going to be 
made of the mental hospital which 
becomes involved in a teaching pro- 
gram? Teaching can be a nuisance. 
Dr. Hobbs defined a “nuisance” as 
“anything that interferes with what 
you think is your prime function.” 
So, he concluded, if you don’t think 
teaching is part of your job, then it 
nuisance. But he doubted the 
hospital can continue to exist unless 
we have such teaching programs. 
Therefore it is the hospital’s job 

A prime requirement is a hospital 
with a stable staff, and not one where 
it shifts all the time, like men on a 
chessboard. Second, he stated, the 
universities must have a say in some 
of the appointments, certainly those 
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of two or three key men, in a teaching 
hospital. At very least, the university 
must have veto power over a suggested 
list of teachers. Beyond that, the uni- 
versity would not interfere with the 
ordinary functioning of the hospital. 
Third, the hospital administration 
has to realize teaching is hard 
work. Teaching requires preparation. 
Teaching cannot be added to the 
jobs of an overly busy man. If he is 
going to do a job of teaching, he has 
to have some consideration in terms 
of his other responsibilities around 
the hospital. (“I would even go fur- 
ther than that and say if a hospital 
organization is really interested in 
teaching they might give the fellow a 
little more money for doing the job,” 
Dr. Hobbs said.) 


Importance of Planned Curriculum 


One caustic listener observed the 
mental hospital show!d first decide 
what it wants to teacii and then teach 
it. He said he was reminded of the 
importance of this by an experience 
he once had in visiting a school where 
psychiatric nurses were trained. He 
found the curriculum provided 14 
hours of psychiatry and 32 hours of 
obstetrics. Inquiring about the ap- 
parent imbalance, he was told this 
was because one of the faculty liked 
teaching obstetrics! Secondly, teach- 
ing should be assigned to the person 
who can do the best teaching job. It 
should not be a matter of prestige 
or seniority. 

An Ontario psychiatrist, Dr. Dixon, 
associated with a university program, 
pointed out that such an association 
has advantages for the staff. It gives 
them entrée to medical groups outside 
the hospital and provides an oppor- 
tunity for cross-fertilization of ideas. 
He related how one colleague whom 
he first met at a medical staff meet- 
ing jolted him with a greeting which 
could hardly be considered as a ma- 
ture approach to mentai illness: “How 
are things at the nut house?” The 
man was a specialist, and the psy- 
chiatrist’s revenge was to recruit him 
as a consultant. Since he has had ex- 
perience at the hospital, his attitude 
about mental illness has completely 
changed, though he is still a_ peril 
because now he has become a mis- 
sionary who won't let the subject 
drop! 

It is easy for the doctor in a hos- 


pital to become isolated, and a pro- 
gram of medical education tends to 
prevent this. Not only does it en. 
courage him to keep up professional 
contacts, but it reminds him that he 
is a doctor, first, and a psychiatrist by 
specialization. 

Secondarily, Dr. Dixon entered a 
plea for training in hospitals away 
from university centers. Dr. Blain 
agreed, saying he personally believes 
there should be both research and 
training going on at every single clin- 
ical facility, both outpatient and hos- 
pital, regardless of the difficulties of 
achieving this. 

Dr. Hobbs demurred, thinking the 
ideal to be somewhere between the 
extremes of limiting all teaching to 
the university center and the recom- 
mendation that teaching should be 
carried on at every mental hospital 
in Canada. One reason is the cost. 
Another is the danger of calling some- 
thing teaching which is teaching in 
name only. He called attention to 
the gradual developments in general 
hospitals. 

“The general hospital has not de- 
veloped in any uniform manner 
across the country. The general hos 
pital has developed first in the uni- 
versity centers. These have become 
the strong hospitals; the standards 
and techniques in use there have 
spread to others. 

“I think the way to do this is to 
start with hospitals that are con- 
nected with the universities, put your 
initial emphasis on building them 
up in terms of staff, and then gradu- 
ally expand our concepts from there 
to this hospital, and this hospital, and 
this hospital.” Another discussant 
wanted universities to assume a super 
visory role, pin-pointing training at 
hospitals where particular things are 
outstanding. 


Variety of Teaching Skills Needed 


Dr. Stokes reminded protagonists 
of various teaching methods that 
there are different approaches recog 
nized, with different skills required 
for each. The teaching situation may 
range from groups of 40, to groups of 
7, even to those where there is a one 
to-one relationship between pupil 
and teacher. The teacher in any situ 
ation must have a sense of vocation. 

In contrast to general medicine, 
the student in psychiatry too rarely 
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has a chance to see his teacher in 
action, it was asserted. 

Admittedly there is some hang-over 
of “in-group” “out-group” feeling be- 
tween general medicine (including 
that at the universities) and psychiatry 
in mental hospitals. It has not been 
too many years since mental hospitals 
attained standing. Previously they 
were called “snake pits’, and had 
very little prestige. For a while, it 
was felt training in mental hospitals 
would drive people away from psy- 
chiatry. There was a feeling that 
medical students should not be con- 
taminated with mental hospital at- 
titudes. Developments in psychiatry, 
the new attitude toward mental hos- 
pitals now evident, are fairly recent 
historical trends. They show that 
mental hospitals can now be used 
very profitably for teaching purposes. 
In getting together to concur on areas 
of teaching, university people and 
mental hospital psychiatrists can erase 
vestigial ill feeling between the two 


groups. 
Undergrad Training for GP’s Needs 


As with research, there is every in- 
dication that a lively teaching pro- 
gram at a hospital is a stimulus to 
the staff. There is a good deal of 
prestige in a hospital’s acting as a 
training center for students. 

In thinking of the training from 
the medical student’s viewpoint, hos- 
pitals were urged to gear it to the 
needs the student will have to meet 
as a doctor and not as a specialist in 
psychiatry. Therefore, in line with 
Dr. Hobbs’ thinking, a clinic training 
program might include as wide as 
possible a range of syndromes such 
as might be encountered in practice; 
indications for hospitalization; meth- 
ods of hospitalization; an understand- 
ing of the types of treatment, and 
demonstrations of therapies. 

“We do not make any great attempt 
to go into specific dynamics unless 
asked for, and I have the distinct 
impression that the students can be 
easily antagonized at this point of 
their training if so much is given 
to them in the way of interpretation. 
If they are antagonized, this certainly 
will carry over into their practice in 
the community,” one doctor said. 

The that undergraduate 
teaching should not include psycho- 


view 





dynamics was attacked sharply by an- 
other. “If not this, what are we teach- 
ing them?” was the query. “What 
we teach is a fundamental question 
that we have to answer. My notion 
about it is that at the undergraduate 
level we should be teaching the psy- 
chological and sociological emphasis 
for the general practice of medicine. 
I know that is very broad. But I think 
we are agreed that in general under- 
graduate education, psychological and 


sociological factors have been ignored. 
And it is our job to try to put the 
emphasis there.” 

Certainly the student should be 
given an understanding of the ele- 
ments of feeling and emotion in this 
area of medicine. He must be able 
to understand something of what is 
happening in the other person. In 
the jargon of the psychiatrist, he must 
know what the word “empathy” 
means in practice. 
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Unretouched photographs at Pennhurst State School 


showing interior following removal of old wall 


finish and after its walls were finished with Desco 
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VITRO-GLAZE is one wall 
finish that satisfies every 
requirement of mental 
institutions. It costs little to 
install. It is odorless, seamless, 
sanitary—easy to clean and 
seldom needs repair. It costs the 
least of all wall finishes, per 
square foot, per years of service. 
And it has the attractive 
brightness and color so essential 
in mental hospitals. 





Fast installation. VITRO-GLAZE is spray applied by factory-trained 
mechanics, with little muss or delay, to practically any reasonably smooth, 
rigid surface. Cost is consequently far less than that of glazed brick, 

tile and other comparable finishes. 


Marble-hard and seamless. VITRO-GLAZE provides a marble-hard, 
seamless wall armor which resists damage and is sanitary and easy to 
maintain. No seams or joints to gather dirt or vermin. Just a continuous, 
unbroken surface that faithfully follows architectural contours. 

Colorful and handsome. VITRO-GLAZE has much of the beauty of 
marble. Its colors are permanent and non-fading—available in 
combinations from delicate pastel shades to brilliant, full-strength 

colors. Choose to suit your proposed or existing color schemes. 





Send for free literature. For the least expensive, longest lasting, best 
looking wall ever installed, get full details of Desco VITRO-GLAZE. 
Our new 4-page folder contains complete information, including 
installation details and full-color samples. Write for your free 

copy to Dept. K. 
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5220 Whitby Avenue, Philadelphia 43, Pa. 
2125 Maryland Avenue, Baltimore 18, Md. 
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SPECIAL AREAS INVOLVING 
HOSPITAL-COMMUNITY RELATIONSHIPS 


Dr. D. EWEN CAMERON 


Chairmen: 


Dr. RANDALL R. MacLEAN 


The Day Hospital 


Degrees and variations of mental illness imply the need for different 
environments at different periods. Patients in day or_night care 
can keep in touch with community life and at the same time 
take the opportunity to resolve psychotic conflicts. 


“Mental Hospitals Preferred. Psy- 
chiatry Units Held Setback to Medi- 
cine.” These newspaper headlines of 
an account of an earlier session star- 
tled Dr. Moll when he arrived in 
town for the meeting, but he was im- 
pressed with the fitness of the story’s 
placement, right next to the obituary 
column. He was reassured by Dr. 
Dancey that there is no_ serious 
thought that the psychiatric unit in 
general hospitals is a liability, but 
rather that in our enthusiasm for 
them we are not doing what we 
should to make use of the mental 
hospital! 

Psychiatric services in general hos- 
pitals reflect the crying need for bet- 
ter and earlier facilities for the treat- 
ment of mental illness, Dr. Moll said. 
They may actually prove to be the 
turning point in closing the gap be- 
tween medicine and psychiatry in 
fostering a realistic approach to all 
illnesses. 

Dr. Moll further stated that any 
orientation away from _ psychiatric 
services in general hospitals would set 


Discussion Leader: Dr. A. E. MOLL 


treatment of mental illness back, not 
twenty-five, but fifty years. 

Defining day and night centers 
(hospitals), he suggested the terms 
should be used in referring to psychi- 
atric units offering treatment to pa- 
tients during only a portion of the 24 
hours: usually from 8:00 a.m. to 4:00 
p.m., and after working hours, about 
5:30 p.m., to 8:00 a.m. Consequently, 
the terms are not applied to inpa- 
tient hospitals; nor to clinics, day 
or night, used for psychiatric inter- 
views, diagnostic or therapeutic. 

Day and night hospitals recognize 
that there are degrees and variations 
of mental illness. The acutely ill pa- 
tient of today may become less acutely 
ill perhaps next week or two weeks 
hence under treatment, and then com- 
pletely well. Each of these stages de- 
mands a different environment, but 
all have the same goal: for patients to 
recover. Providing an environment 
where a patient can get well is not 
unlike providing an environment 
where a student can learn. 

Day or night care of patients is 





Pottle, Nfld. 





Participants: Dr. R. E. Bennett, N. J.; Dr. W. W. Black, N. B.; Dr. 
F. C. R. Chalke, Ont.; Dr. T. E. Dancey, P. Q.; 
B. C.; Dr. I. 8. Kenning, B. C.; Dr. A. E. Moll, P. Q.; Dr. Clarence H. 


Dr. C. H. Gundry, 








54 


a departure from the traditional cap- 
tive, long-term treatment of patients. 
They are kept in touch with com- 
munity life while at the same time 
provided an opportunity for the re- 
solution of psychotic conflicts. 


No Litmus Paper Test 


Various medical descriptions of the 
categories of patients one might ex- 
pect to treat were offered. Dr. Moll 
said that as an emergency, temporary 
measure any patient can be treated 
in such a facility, and in some cases 
even patients judged unsuitable have 
done better than expected. So there 
is no litmus paper test. However, 
there was general agreement that 
screening is important, and among 
the observations about diagnostic cat- 
egories were these: 

Severe hysterics do not do well in 
any short-term hospital treatment, 
but less severe cases are better man- 
aged in this type of unit than they 
would be in an inpatient service. 

Depressives of the type which used 
to be called involutional, the melan- 
cholics, are suitable for treatment. 

One can treat a very high propor 
tion of schizophrenics in the day care 
unit. Extreme schizophrenics who are 
anxious and agitated retain their anx- 
iety and agitation for quite a long 
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period of time when treated on this 
basis. They need to receive particular 
attention. But they improve much 
more rapidly and stay well much long- 
er than people who are treated in an 
inpatient service. 

Grossly psychotic people have been 
treated reasonably successfully. Most 
success was attained when the person 
had known a member of the staff be- 
forehand, where there was a good 
relationship with the patient which 
could be exploited. 

Neurotics who are disabled by their 
symptoms do better under this treat- 
ment than those offered only clinic 
consultation. 


Patients are referred to day and 
night care hospitals from community 
services such as clinics, agencies, pri- 
vate psychiatrists, and general prac- 
titioners. In cases referred by doc- 
tors, the object is to make the patient 
more amenable to psychotherapy and 
then send the patient back to the 
physician. In a few instances people 
are accepted in day hospitals as a 
transition phase to remove them 
from difficult home situations. Sev- 
eral night and day hospitals are used 
to wean patients from dependence on 
a mental hospital regime. They may 
not be quite ready to plunge back 
into a full-time job, or may be able 
to take a job if given some continued 
therapy at night. 


Different Organizational Patterns 


There are four different organiza- 
tional patterns—and some permuta- 
tions of these—which have been used 
for day and night care hospitals. One 
is the day and night center attached 
to a psychiatric service of a general 
hospital. Another is a day center 
and a night center which are in- 
tegral parts of a psychiatric institute. 
Still another is the day center and 
night center attached to or part of a 
mental hospital. And, finally, there 
isa day or night center not affiliated 
with any institution but conducted 
a a separate unit. 


From his association with the unit 
at Montreal General Hospital, Dr. 
Moll described in detail how these 
centers function. The psychiatric 
services of the hospital, both inpatient 
and the day or night care, are located 
on the same floor of the hospital. 
Joined like two pages of an open 
book, the two can be completely sep- 


arate or can use the same facilities 
as convenience dictates. The central 
sector is a dining room, day room, 
and outpatient therapy section, and 
this is used by both inpatients and 
night and day transients. On the 
latter’s ward, the same space is used 
by three groups of patients during a 
24-hour day: those undergoing treat- 
ment from 8:30 a.m. until noon; 
afternoon patients; and night patients 
coming to the hospital after work and 
leaving in the morning. 

Dr. Cameron’s day center at the 
Allan Memorial Institute was a pi- 
oneer in the field, and one that sev- 
eral people reported they had copied 
successfully. Dr. Cameron reported 
a new development. 

“It is always necessary, as you well 
know, to keep a sharp eye on com- 
munity trends and changes in the 
way society is moving with respect 
to treatment of and attitudes towards 
the mentally sick,” he said. “I think 
in the last ten years there has been 
a considerable shift in the direction 
of more patients being treated on an 
ambulant basis. As a parallel to 
that, far more psychiatrists are work- 
ing outside hospitals, both general 
and mental. 

“Consequently we felt it might be 
useful to shift from our original set- 
up, a day hospital in which people 
were admitted from nine to five every 
day. In addition to that, people at 
the other end of the therapeutic scale 
may now be admitted for a single 
treatment once a week, or once a 
month, and then go home. 

“This new arrangement also makes 
it possible for the psychiatrist in the 
area to come and treat his patient 
here. We can provide apparatus 
which would be difficult for the physi- 
cian to purchase for his private office. 
Our proximity to hospital medical 
services makes it possible for him to 
treat patients such as those with car- 
diac difficulties which he might hesi- 
tate to accept outside a hospital.” 

For the patient, he saw this as 
being able to get the care he needed 
“on a cafeteria basis.” He pays for 
what his physician says he needs. If 
necessary he may become a full-time 
patient in the day unit, but if this is 
unnecessary he may get any of a num- 
ber of short treatments under the 
doctor’s care. 


Dr. Clarence Pottle, St. Johns, 


Newfoundland, does not believe it is 
important whether day care facilities 
are in the community itself or as- 
sociated with general hospitals or 
mental hospitals. He has conducted 
a community clinic combining the 
features of a day treatment unit and 
outpatient clinic for several years. 
People are admitted to the day care 
unit directly from the community, 
from the referring general practi- 
tioner, specialist, and other com- 
munity and voluntary agencies. 

The unit occupies a floor of the 
mental hospital. The staff is sep- 
arate from the rest of the hospital, 
except that certain consultative and 
investigative facilities of the hospital 
are used. The most important area 
of integration is in the use of recrea- 
tional and occupational therapy fa- 
cilities, 

“I must say that in most general 
hospital units that I have seen there 
is a considerable lack of ancillary fa- 
cilities and equipment which we feel 
are very important in the treatment 
of emotional and mental illness,” Dr. 
Pottle said. “I think this is one area in 
which a mental hospital can actually 
give a real community service.” But 
he concluded that factors leading to 
the establishment of the service were 
so diverse there was no use quibbling 
over where the unit is located. 


A roster of boarding houses has 
been built up at which people from 
outlying communities can stay. A 
transportation system is maintained 
to bring the people living in these 
homes to the center for treatment. 


Perils of Inpatient Waiting List 


Describing some of the pressures 
under which the Newfoundland ex- 
periment developed, Dr. Black, for- 
merly associated with Dr. Pottle, ex- 
plained that necessity was, indeed, 
the mother of some of the practices 
they invented. “The hospital there 
is much smaller than it should be 
for the population of the island, so 
that accommodation is always at a 
premium,” he said. “There was al- 
ways a waiting list of several hundred 
names. There were many times when 
even the most acutely and contin- 
uously disturbed people could not 
be admitted to the hospital. At the 
day care center, there were many 
times when beds at this hospital were 
not available to me. 
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“There were many times when | 
had individuals in the day care center 
who would not normally have been 
carried in such a setting. But there 
might be seriously disturbed people 
in the community waiting for admis- 
sion, so we had to face this risk in 
straightforward fashion. It was worse 
to leave the patient alone than to 
go on treating him in our center, 
so we did that. It was most surpris- 
ing to find that one could get along 
in this setting. Many of the people 
about whom we had qualms did very 
well under treatment and there was 
no catastrophe. One man committed 
suicide, but this was not a patient 
about whom we were fearful before- 
hand. 

“Though we were able to do a 
reasonable job under the circum- 
stances, it is not an experience one 
would repeat. I don’t think it is 
fair to run as high a risk as we some- 
times did.” 

Experience in trying to establish a 
day care center for veterans in Ottawa 
did not lead to the conclusion this 
could be done successfully without 
affiliation with either a general or 
psychiatric hospital, Dr. Chalke said. 
However, he said that he had heard 
such an experiment was successful 
in British Columbia. 

Dr. Kenning is on the staff of a 
hospital there which is a variation 
from the other patterns described. 
Located six miles from the center of 
Vancouver, this day hospital is part 
of a mental health center including 
both a day care unit and an outpa- 
tient department. The day hospital 
takes up to 20 patients at a time, the 
average stay being 25 days. Patients 
who are accepted are assumed to be 
able to function without 24-hour 
supervision. They come from the 
mental hospital for a_ transitional 
phase of care, and on referral from 
doctors, psychiatrists, and agencies in 
the community. 

Differences in Day & Night Care 

While the same facility is used for 
both day and night centers, the set- 
ting in the night center is quite dif- 
ferent. The main function of the 
night center is to make it possible 
for individuals to obtain psychiatric 
treatment without any interruption 
of their employment. It facilitates the 
acceptance of psychiatric treatment 
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on the part of some individuals who, 
for reasons other than financial, would 
refuse treatment in a psychiatric ward 
or in the day center. This includes 
people who are afraid their chances 
for promotion might be adversely 
affected if they are viewed as emo- 
tionally unstable, for example. 

Night patients are less dependent 
on the therapeutic setting, the or- 
ganization is looser, fewer demands 
are made for group integration, and 
the duration of treatment is shorter. 
Dr. Moll said at his hospital the 
average stay in the night center has 
been 28 days for female patients, 21 
days for males. 

While the day and night care center 
provides more medical facilities than 
are available to doctors in private 
practice, the setting is by no means 
the same as an inpatient unit or hos- 
pital. The care is community or- 
iented, and the patient is not under 
close and constant supervision. This 
requires a degree of flexibility on the 
part of the doctor, an inner security 
competent to accept the fluid nature 
of the organization, which should be 
recognized in advance. There is no 
assurance, for example, that the pa- 
tient will always be there at the ap- 
pointed time, or that, no matter what 
the emotional state of the individual, 
he will be under supervision. Un- 
less the physician is prepared for the 
experimental nature of the plan, 
unperturbed at the thought of patients 
leaving the hospital daily during a 
stage of readjustment, he himself may 
suffer from anxiety. 


Similarly, staff members must be 
trained to deal with a different set of 
expectations for these patients than 
those they may have had in other 
psychiatric hospitals. The problems 
encountered in staff adjustments at 
a night center illustrate this. The 
nursing staff had been accustomed 
to a regimen stressing group dynam- 
ics, with a premium placed on en- 
couraging interpersonal relationships 
between patients and staff. Residents 
and nurses gave first priority to in- 
creasing socialization between the 


two. Socialization was equated with 
improvement. Night patients do not 


respond in this way, do not mix, do 
not feel a need to form a psychological 
unit. This led, in the beginning, to 
a lowering of staff morale, the staff 
having some firm expectations which 





were not being met. 

Analysis of the relationships at the 
night center showed the traditional 
expectations were unrealistic here. 
Night center patients do not need the 
development of new ties, new relation. 
ships. They are still at work during 
the day or living at home, and they 
already have relationships with other 
people. After working hours they 
come to the center, receive treatment, 
go to dinner, follow the schedule for 
additional treatment, and finally reach 
a period of free time. At this point 
they are tired, want time to read 
and relax. They are not interested 
in structured activities. It was neces. 
sary to indoctrinate the staff to the 
idea, new to them, that this did not 
mean the patient was regressing. In- 
deed, the whole setting of the night 
center in itself prevented a regression. 


Clinical and Financial Aspects 


Details of the staffing pattern at 
Dr. Moll’s general hospital unit gave 
an indication of what would be need- 
ed for a day and night center equiva- 
lent to a 15-bed hospital unit. One 
resident is assigned full-time, and 
two part-time senior psychiatrists 
share the work in day and night shifts. 
Resident assignments are somewhat 
flexible to allow them to gain experi- 
ence for six months, both on in- 
patient service in the hospital as well 
as in this unit, and some duties over- 
lap. An additional resident may be 
added to the night center. A psy- 
chiatric nurse heads the basic staff on 
day and night services, serving with 
a nurse’s aide. Shared with other ser- 
vices are a social worker, psychologist, 
and occupational therapist. 

No one was prepared to testify as 
to clinical results. The impression 
was that they are satisfying. Several 
studies have been launched to try to 
get more documentary evidence of 
this. These include a five-year fol- 
low-up of manic depressive patients, 
a two-year study of schizophrenic pa- 
tients, and a follow-up of results with 
patients over 65. 

Cost figures are equally scanty, with 
most estimates difficult to substantiate 
because these facilities share services 
with other units of a parent organi- 
zation. Dr. Moll stated the cost for 
day and night center patients is half 
of that for inpatients. Others viewed 
this as overly optimistic. 
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The Role of 


Non-Psychiatric Professionals 


Far from being an abdication of responsibility, the skillful referral 
of a patient to a non-psychiatric worker gives follow-through 
by extending the hospital program into the community. 


Discussion Leaders: 


«¢ QTON-PSYCHIATRIC PROFESSIONALS” 

whose contributions were dis- 
cussed in this topic included social 
workers, public health workers, gen- 
eral practitioners, the clergy, voca- 
tional rehabilitation specialists, and 
citizens’ groups. Chief emphasis was 
given to the role of social workers and 
public health personnel. 

Speaking from the viewpoint of a 
social worker, Mr. Perretz emphasized 
this profession’s potentialities for con- 
tributing to therapy aimed at re-estab- 
lishing the patient in the community. 

Referring to comments at the pre- 
vious session, he said he did not see 
any need for competition over which 
category of personnel would see pa- 
tients’ relatives. “In a 1,000-bed or 
2,000-bed hospital, there isn’t time for 
such competition,” he remarked. 

Rather, he saw the challenge as one 
of first establishing communications 
within the hospital. “Lack of com- 
munication, or the impairment of 
communication among the disciplines 
within the hospital, may rather ma- 
terially, and in subtle and strange 
ways, contribute to the breakdown in 
the communication system of the pa- 
tient with other persons—most par- 
ticularly with the meaningful, signifi- 
cant persons in his environment at 
home and in the community.” 

Skillful and sensitive referral to non- 
psychiatric professional persons, as he 
sees it, is not an unloading of respon- 
sibility. It is a careful discharge of 
responsibility by extending the hos- 
pital into the community and mobiliz- 
ing the appropriate service or per- 


sonnel available. This gives more 
than follow-up; it gives follow- 
through. 


Dr. C. H. GUNDRY 


“We have heard it said all too often 
that relatives interfere with treat- 
ment,” Mr. Perretz continued. “They 
are, in fact, inevitably part of treat- 
ment. Sometimes, for sound reasons, 
we have to restrict relatives from vis- 
iting. It then becomes our obliga- 
tion to explain our position to the 
family and to deal with their feelings 
about hospitalization, about these re- 
strictions, about the patient, about 
stresses upon other members of the 
family occasioned by the illness, and 
about how the family is managing in 
the absence of the patient. 

“We would argue for the involve- 
ment of the family in the treatment 
process. In doing so we do not intend 
to imply that sick people necessarily 
come from sick families. On _ the 
other hand, some relatives of patients 
are affected by mild to severe illness, 
and some relationships are unhealthy 
within families. 


Life Situation Needs Consideration 


“The hospital must take full cog- 
nizance of these conditions. To be 
the spouse, or the parent, or the child 
of the mentally ill patient is to be 
involved naturally and inevitably in 
the life situation of the patient. It 
means being involved in the stern and 
sometimes stark realities of mental 
illness until hospital admission. It 
may mean getting quite hurt; the rel- 
ative is baffled by the behavior not 
yet recognized for what it is, a frank 
mental illness. 

“But is the relative to be avoided 
or merely tolerated? This is not only 
an injustice to the relative but reflects 
a limited view of treatment. It im- 
plies that a patient has come from a 








Participants: Dr. C. A. Cleland, Ont.; Dr. Robert O. Jones, N. S.; Mr. 
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E. A. PERRETZ, M. S. W. 








58 


vacuum and will return to a vacuum, 
It excludes the thought of the enor. 
mous potential value of the relative 
in treatment. 

“A relative is more than a source 
of information, of financial support, 
of clothing, and of service. A relative 
needs the patient, and the patient 
needs to be needed. 

“Families are deeply involved in 
any case, whether the hospital recog. 
nizes and fully utilizes this natural 
involvement or not. Because the social 
worker is primarily interested in the 
social aspects of illness, and not ex. 
clusively the intrapsychic, he has 
tended to be the professional person 
to whom this part of treatment has 
been entrusted or delegated.” ; 

He underscored the importance of 
close working relationships at the 
ward level in hospitals between all 
disciplines involved in the care and 
treatment of the patient, including 
physicians, nurses, social workers, 
psychologists, activity therapists and 
all other staff members. 

Without understanding and reas- 
surance, there are various mistakes 
families may make. They may over- 
protect the patient. This may be harm 
ful in the case of a man getting re 
adjusted and starting again to work 
on a full time job. It may result in 
the convalescent wife declining to re 
assume her role as homemaker, “co 
cooning herself in the bedding and 
leaving the children to their own de 
vices.” These are examples of casé 
calling for reassessment. The psychi: 
atrist at the hospital might see the 
patient or the social worker might 
talk with the patient’s spouse. Or 
the social worker, therapist, and p* 
tient’s physician might see the rel 
ative. This is a flexible matter. 

Mr. Perretz saw the impetus towate 
speedy recovery afforded by the 
ataractic drugs as calling for bold and 
brisk new methods of social rehabili 
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Social workers are needed in 


tation. 
the treatment and aftercare to help 
the patient adjust to realities within 
the community. They can help the 
expatient use work and employment 
as a medium to gain self-confidence, 


self-sufficiency, and 
satisfaction. 

He saw volunteers as having a very 
useful sphere in acting as sponsors of 
patients without families on convales- 
cent status. Such sponsorship would 
not involve financial outlay. The im- 


status, lasting 


vacuum, 
he enor. | portant element would be the per- 
- relative } somal interest proffered. The sponsor 
would have ready access to appropriate 
a source | Professional personnel. The con- 
support, valescent patient could be helped with 
\ relative | problems such as finding a job, hous- 
patient ing, recreational activities, formal or 
informal education, and the whole 
olved in} gamut of considerations with which 
al recog. the patient is faced in the community. 
- natural} Mr. Kavanagh described the use of 
the social | carefully selected volunteers at the 
d in the} Nova Scotia Hospital, where they 
| not ex-| serve as sponsoring groups for patients 
he has} who have no relatives. These volun- 
il person | teers have had experience working in 





nent has the hospital, and are supervised on 
° Qe individual basis by social workers. 
rtance of} Mr. Lacy, an Ontario social worker, 
- at the} pleaded the merits of arranging a con- 
ween all} ference with vocational rehabilitation 
care and} agency personnel. An understanding 
ncluding } of the mental hospital’s program is 
workers, | greatly appreciated by them, and puts 
ists and them in a better position to give in- 
telligent assistance in counseling pa- 
ind reas f Uents. 
mistakes} 79,990 Patients—A National Disaster 
nay over- 
be harm-| A program for greater use of public 
etting Te health personnel by mental hospitals 
to work} found several spokesmen, including 
result in} Drs. Gundry, Cleland, Jones, and Rob- 
ing to Ie inson. The latter saw the conquest 
ker, “co | % communicable diseases as freeing 
ding and health departments to turn their at- 
- own def “ation now to mental health. Point- 
. of cases} Mg to the statistics on patients in 
1e psychi} Canadian mental hospitals, 70,000, he 
t see the} ‘tid this would be considered a na- 
er might tional disaster if it had happened 
use. Or} Wernight. Because it has happened 
and pe gradually, it has not been recognized 
the ret} 2 the true public health problem it 
atter. represents. 
us toward Dr. Gundry viewed public health 


by thef departments as the ideal buffer be- 
bold and ‘ween the therapeutic situation in the 


- rehabili 





‘E hospital and “the big cruel world” 


into which the patient is thrust. Di- 
viding patients into those with fam- 
ilies and “the lonely ones,” he made 
a special plea for the cause of the 
patient with no family to return to. 

“There are a lot who leave our 
hospitals to go to a very lonely life, 
where the community is represented by 
a flop house, hotel, or boarding house, 
and where a lot of community agen- 
cies are represented by a rather for- 
bidding looking desk with a recep- 
tionist on the other side of it who is 
in a hurry,” he said. 


Success Depends on Support 


In his estimation, the probability 
of these people making a reasonably 
successful transition depends largely 
on the amount of support and help 
they get over a continuing period of 
time. They need to have some person 
they know, can meet and talk to, who 
can give them the sort of assistance 
they need individually. The problem 
is to consider the mechanics by which 
this can be brought about. Unfor- 
tunately a lot of these people won’t 
actively go and seek the assistance 
theoretically available to them in the 
community. In spite of the variety 
of agencies, some people are likely “to 
fall through the meshes.” 

The Public Health Department of- 
fers an organizational set-up which 
makes follow-up of patients feasible; 
it is usually organized on an area 
basis, staffed by public health nurses. 
If the health department is notified by 
the hospital of a patient’s discharge, 
arrangements can be made fairly 
quickly for the public health nurse 
to call. 

“If, further, we find ways of giving 
the public health nurse a suitable 
prescription as to what Mrs. Smith 
needs in the way of assistance for the 
time being, we have a person who is 
trained to carry out prescribed courses 
of action and counseling without much 
risk of overdoing it,” Dr. Gundry 
said. 


“One fear sometimes expressed by 
social workers is that public health 
nurses are people who have not had 
enough training to dabble in rather 
serious matters. I think that is an 
objection and a risk that can be faced 
without too much difficulty, because 
traditionally, nurses do not want to 
overstep the mark. Their training is 
to go easy and be superficial rather 





than profound in dealing with people. 
If they are given a practical prescrip- 
tion in terms of how much authority, 
how much support, how much prac- 
tical guidance So-and-So needs, then 
they have a lot of experience in mak- 
ing themselves acceptable to people. 
And they have the general pattern of 
work that permits them to make reg- 
ular visits. 

“A lot of the follow-up of people 
discharged from mental hospitals 
could quite closely parallel the follow- 
up of people discharged from the 
tuberculosis hospital, which has been 
going on for some time. Public health 
nurses have, again in a traditional 
way, the habit of seeking out people. 
They have been dealing with tubercu- 
losis patients who for a long time did 
not respond to the offers of super- 
vision and continued treatment made 
to them. I think they could work in 
a-similar way with people who have 
left mental hospitals. 


“In dealing with the public ‘health 
nurse in a setting like this, you are 
not thinking of a person working in 
isolation, but of a person who is only 
part of a more or less elaborate organ- 
ization. She has available to her a 
good deal of advice and consultation 
and leadership. So if one thinks of 
referring patients discharged from a 
hospital to a Public Health Depart- 
ment rather than to a public health 
nurse, possibly some of the objections 
that are raised in this connection can 
be met.” 


Dr. Jones said a ten-week course 
has been offered at Dalhousie Univer- 
sity for the last six or seven years to 
give public health nurses facts about 
mental illness. The course has been 
well received. Their work is felt to 
be very helpful in the community. 


Use “Know How” of P. H. Nurses 


The most enthusiastic endorsement 
for the assistance of public health 
nurses came from Dr. Cleland of On- 
tario, who described a pilot project 
using their help in the follow-up of 
mental hospital patients when they 
return home. So far, 99 patients 
have been referred to public health 
nurses by his hospital. 

Public health nurses already have 
some knowledge about mental illness 
in families because they learn about 
these problems when they are making 
home calls about other illnesses. To 
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give them an orientation course for 
participation in this plan they were 
brought into the hospital in groups. 
They attended diagnostic conferences, 
lectures and discussions by the pro- 
fessional staff, and observed treat- 
ment and admission conferences with 
families. This showed them what a 
hospital can and cannot do, and gave 
them a picture of how they could 


help. 

At the hospital, a social worker, 
given stenographic help, has full 
charge of the referral system. When 


the patient is admitted, a letter is 
sent to the family physician telling 
him about the plan and asking if he 
has any objection to the public health 
nurse visiting the home. Incidentally, 
they find the commitment papers are 
usually made out by a physician who 
is not the family doctor, so the first 


step taken is to determine who he is. 

In two weeks, a letter giving details 
about the tentative diagnosis and 
prognosis and treatment is sent to the 
family physician. A copy is sent to 
the Medical Officer of Health, the 
regulations of the Hospital Act hav- 
ing been changed to make it possible 
to give him this information. With 
this letter a referral form is sent to 
the public health nurse. This gives 
information about the patient, and 
asks for information which the nurse 
will get on the home visit. (An in- 
formation copy of the form and all 
correspondence relating to the patient 
always goes automatically to the fam- 
ily physician.) If a home visit is not 
requested at this point, this is stated 
on the form, which in this case, of 
course, is simply for information pur- 
poses. 





Distribution of the Academic Lecture 


“Experiments in Mental Hospital 
Organization,” the Academic Lecture, 
was delivered at Osler Hall, Academy 
of Medicine, by the Honourable Walt- 
er S. Maclay, C.B., O.B.E., M.D., 
Senior Commissioner of the Board of 
Control of London, England. 

Dr. Maclay first reminded his hear- 
ers that under the National Health 
Service in England there are three 
main divisions: hospital and special- 
ist services; local health authorities; 
and practitioner services. Each division 
bears specific responsibilities for men- 
tal health and illness. Dr. Maclay ex- 
pressed, however, his strong belief that 
central dictation, however sound, 
must be kept to a minimum in order 
to maintain a sense of responsibility 
for progress among those who do the 
actual work. 

He outlined the main trends in 
modern British psychiatry as follows: 

1. To put the mentally ill and 
mentally defective as far as possible 
on the same footing as patients with 
other forms of illness or disability. 

2. To realize that mental hygiene 
and early treatment in the com- 
munity can in many instances avoid 
the need for hospital admission. 

3. To encourage the community 
to care for many patients at present 
isolated in special hospitals, but who 
can, with proper incentives and re- 
habilitation, wholly or partially 
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support themselves. 

4. To build smaller hospitals. 

5. To stress the importance of a 
therapeutic community and of ac- 
tive rehabilitation methods, and to 
conduct research into such methods. 

6. To extend training methods 
for mental defectives into the com- 
munity and to afford needed super- 
vision by the extension of day 
hospital facilities, so that finally 
there will be a higher proportion of 
low grade patients in the institu- 
tions and more high grade defec- 
tives staying in the community. 

The Academic Lecture is being 
published both in English and French, 
by the Department of National Health 
and Welfare. By the time this mag- 
azine is published, the vast majority 
of the English language copies will 
have been distributed. The French 
language copies, to be sent to all 
C.P.A. members and Institute dele- 
gates in the Province of Quebec, will 
be mailed early in May. (These mem- 
bers will receive an English language 
copy at the same time.) 

Through the courtesy and gener- 
osity of the Department of National 
Health and Welfare, extra copies of 
this important talk have also been 
made available to all subscribers to 
the A.P.A. Mental Hospital Service, 
who will receive their copy as the May 
Supplementary Mailing. 





A report of the diagnostic confer. 
ence next goes to the family physician 
and Medical Health Officer. And f.- 
nally, a follow-up form is sent before 
the patient leaves the hospital. On 
this form treatment is summarized, 
and suggestions are given as to how 
the public health nurse can support 
the patient; what drugs have been 
given, if any, and whether they are 
to be continued, and so on. In con. 
ducting this program, the social 
worker carries out a full discussion 
of every case with the physician in 
charge of the hospital as well as the 
clinical director of the ward. Med- 
ical and social work staffs are en- 
thusiastic about results. In the com 
munity, there is evidence the visits 
from the nurse contribute to the con- 
cept that mental illness should be 
considered in the same terms as other 
diseases. 

As new therapies have become avail- 
able, bringing about the return of 
patients hospitalized for long periods 
of time, have new problems _ been 
created? Dr. Moorhouse said _ that 
in 25 years of hospitalization, for 
example, the patient and family have 
developed entirely separate lives. Now 
the patient is ready to go home. What 
should be done? 


Are We Creating New Problems? 


Are we “getting two for the release 
of one,” as families break down on the 
return of long hospitalized members? 
Cases were cited where this happened. 
A father went home after a 20-year 
stay in a mental hospital, but subse 
quently his wife and child were hos 
pitalized for mental illnesses. The 
paranoid patient on tranquilizers may 
experience symptomatic relief and be 
returned home, but what about young 
children in the family exposed sud- 
denly to irrational delusions? Should 
these patients be returned to a fr 
jecting family, to families which have 
achieved equilibrium because the p* 
tient was absent, or are there families 
of this sort which can never be reinte 
grated? 

The question was not answered, but 
once again underscored the need to 
find ways to deal with the large num 
ber of patients who do not go back 
quickly to comfortable home situ 
tions in which they function as reaso® 
ably well-adjusted members of 4 
familv. 
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LOCAL FACILITY VISITS 


The nature of the local facilities 
which extended invitations to Insti- 
te delegates reflected the general 
theme of the Institute—the close re- 
lationship the modern mental hospital 
bears to the community and to other 
community facilities. 

Special interest was shown in the 
Juvenile and Family Court, of which 
an integral part is a psychiatric, psy- 
chological and social work team which 
observes and treats some sixty children 
in an Observation Home. Another 
facility, the Toronto Mental Health 
Clinic, is also a community service, 
offering psychiatric consultation, di- 
agnosis and treatment for adults and 
children on an outpatient basis. It is 
a fee-charging clinic and also receives 
fnancial support from the United 
Community Fund and from a Federal 
Health Grant. It was created in its 
present form in 1952, and today its 
main contribution is treatment rather 
than consultation, It is governed by a 
Board of Directors made up of local 
citizens, and has a case load of about 
750 a year. Staff includes three psy- 
chiatrists, four psychiatric social 
workers, one psychologist and four 
derical assistants. The Clinic also pro- 
vides training facilities in psychiatry 
for physicians and field work for 
second year social work students. 

The Forensic Clinic of the Toronto 
Psychiatric Hospital is a relatively 
new division, and was formed to deal 
with the problems of sexual deviation; 
today, however, it also accepts other 
lypes of offenders both for pre-sentence 
txamination and for treatment. 
Among its functions are to offer serv- 
ice to the court in the form of pre- 
sentence psychiatric appraisals; treat- 
ment, both long and short term; re- 
search facilities in sexual perversion; 
and teaching for post-graduate stu- 
dents in psychiatry. Teaching is also 
offered to under-graduate medical stu- 
dents and to other groups such as 
psychologists. Research is also a func- 
tion of the Clinic, which is affiliated 
with the University of Toronto; it is 
financed by the Provincial Govern- 
ment. 

The Alcoholism Research Founda- 
tion, under a Board of Trustees, has a 





three-part program of treatment, re- 
search and education. It operates treat- 
ment services in Toronto, London, 
Ottawa and Kingston. In areas other 
than Toronto, general hospital facili- 
ties are provided for the acutely ill 
alcoholic; in Toronto the Foundation 
operates a fifteen-bed unit—Brookside 
Clinic—for patients past the acute 
phase of illness, but who require more 
prolonged hospitalization. The Re- 
search Division is concerned both with 
clinical research and with various 
social and psychological studies. The 
Education Division is concerned 
mainly with the provision of material 
for public information. 


The Jewish Home for the Aged, 
housed in the same building with Bay- 
crest Hospital, provides 136 beds for 
the aged in good health, and a special 
section of 40 beds for the senile who 
need 24-hour-a-day care because of 
mental disabilities. The program is 
characterized by a full range of activi- 
ties. The Baycrest Hospital Section on 
the third floor of the building has all 
the facilities of a small general hospi- 
tal, except for obstetrics and pediat- 
rics. There is a close affiliation between 
these twin facilities and the new 
Mount Sinai Hospital, since member- 
ship on the medical staff of the latter 
includes an obligation to the medical 
staff of Baycrest and the Home. In- 
terns from the hospital serve at Bay- 
crest and the Home for a month each. 

A private hospital, the Homewood 
Retreat, was founded as long ago as 
1883. Today the Homewood Retreat 
is equipped to receive and treat pa- 
tients suffering from any type of psy- 
chiatric disorder. All the therapies— 
psychotherapy, electro-convulsive 
therapy, insulin shock and so on—are 
used to meet the needs of individual 
patients. 

The Psychiatric Unit of the Toronto 
Western Hospital takes patients from 
all over Canada, through referral from 
outside doctors or agencies, from out- 
patient clinics and on transfer from 
other services of the hospital. All 
categories are admitted — neurotics, 
psychotics, those suffering from psy- 
chosomatic disorders, social and mal- 
adjustment problems and so on. The 





only criterion is that the patient have 
sufficient insight to know that he is 
ill and to prove cooperative. The ad- 
ministration aims at reasonably short- 
term treatment, so long-term problems 
are seldom encouraged, except for 
appraisals and investigations for di- 
agnosis and disposal. This unit offers 
lectures, demonstrations, conferences, 
seminars, etc., to post-graduate stu- 
dents, third and fourth year medical 
students, nurses in training and affili- 
ate nurses who rotate through the 
unit for their psychiatric training. 
The oldest hospital in Canada—the 
Ontario Hospital, which admitted its 
first patient in 1850—was proud to 
show its latest reception unit, opened 
in 1956. The unit is designed to pro- 
vide new services, including an out- 
patient department, a teaching and re- 
search program, and_ special _bio- 
chemical laboratories. The admission 
wards provide for 100 patients, out of 
the total hospital population of 1450. 
The present admission rate is about 
90 a month, and already the popular- 
ity of the facility makes its capacity 
inadequate. 








TOPEKA CHAIR 


The only chair designed specifically 
for mental patients 


® Tamper-proof 
®@ Comfortable 
® Sanitary 


Write for literature or 
name of local dealer 


ROYAL METAL 
MANUFACTURING COMPANY 


1 Park Avenue, Dept. 11-E 
New York 16, New York 
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HELP PSYCHIATRIC PATIENTS TALK 





New Parenteral Ritalin helps patients to verbalize and 


makes them more cooperative. Onset 





of action is rapid. The mental alertness of patients is 







sharpened in as little as five minutes. 


...It has been found most valuable in helping the 


patient to express himself during psychotherapeutic 











interviews.” 
‘U DOSAGE: 10 to 20 mg. intramuscularly, 
10 to 15 minutes before interview hydrochloride 


(methylphenidate hydrochloride CIBA) 


SUPPLIED: Multiple-dose Vials, 10 mi., 
each vial containing 100 mg. Ritalin hydro- 
chloride in lyophilized form, accompanied 
by a 10-mi. vial of sterile solvent. 

ALSO AVAILABLE: Oral Ritalin in tablets 
of 5, 10 and 20 mg. 


*Waggoner, R. W.: Personal communication. 


CIBA 


SUMMIT, N. Jd. 2/2516MK 





In the treatment 

of 300 “less promising 
cases,” Miltown produced 
complete remission 

of symptoms in 3%, 
striking improvement 
in 35%, some 
improvement in an 
additional 46%, and 
no change in 16%.* 

* REFERENCE: Pennington, V. M.: 

Use of Miltown (meprobamate) 


with psychotic patients. 
Am. J. Psychiat. 114:257, Sept. 1957. 
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